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Tue greater known assimilation limits 
of Mead’s Dextri-Maltose make this form 
of carbohydrate most acceptable to re- 
place the deficiency found in all cow’s 
milk and water formulae. This is true of 
any system of infant feeding. 


For many years physicians have used it with 
good results in fresh cow’s milk and water 
modifications. Yet within recent years the 
milk itself has undergone various modifica- 
tions or alterations for the sake of preserva- 
tion. In many cases these alterations have 
given definite advantages over fresh milk for 
different conditions in infant feeding. 


Among such milks may be mentioned: 
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The advantages following the use of Mead’s 
Dextri-Maltose in fresh cow’s milk and water 
mixtures will be present when this carbohy- 
drate is used in any of the above milk mix- 
tures. 


Use it in these formulae as you do in the feed- 
ings prepared from fresh cow’s milk and 
water. Its addition to the infant diet in any of 
these milks will meet with good clinical re- 
sults in the majority of cases. Its known as- 
similation limits assure its absorption with a 
minimum tax upon the digestive tract of the 
infant. Freedom from nutritional disturbances 
has always been noticeable whenever it is 
used. 
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CALIFORNIA MEDICAL ASSOCIATION AND 
PUBLIC HEALTH 


PRESIDENTIAL ADDRESS, CALIFORNIA MEDICAL 
ASSOCIATION, FIFTY-EIGHTH ANNUAL 
SESSION 


By Witu1aM H. Kicer, M. D. 
Los Angeles 


"THE objects of the California Medical Associa- 

tion as defined in the constitution, are “to pro- 
mote the science and art of medicine and the 
betterment of public health.” 


The advance of the science of medicine more 
or less has run parallel with other scientific ad- 
vance. Before education was general, medicine 
reflected the mental attitude of those it served. 
When demons were thought to be the cause of 
disease, weird noises or drums or fantastic danc- 
ing were used by the medicine men to scare them 
off. Even in this enlightened age, despite the scien- 


tific facts revealed by the microscope, many minds 
have not progressed beyond the stage of demon- 
ology. These minds deduce their medical beliefs 
from principles or premises based on tradition 


and superstition. Nevertheless, with education, 
there has been steadily building a foundation of 
scientific fact, on which the present science and 
art of medicine will firmly rest. The discoveries 
of Jenner and Pasteur gave to the healing art its 
first great scientific impetus. 

About 1796 Edward Jenner, a practitioner of 
Gloucestershire, England, transferred cowpox in- 
fection from the hand of a milkmaid to the arm 
of a man, and so established the fact that im- 
munity could be produced. As a result of vacci- 
nation, smallpox, the dread blemisher of human 
beauty and destroyer of human life, has become 
a thing of no moment, except to those persons 
who have contracted the disease by foolish neglect 
of the protection offered by vaccination. But for 
Jenner’s discovery, probably 50 per cent of the 
people of this city would have their faces perma- 
nently scarred and pocked. 

Surgeon-General Cumming’s latest report states 
that the United States had more smallpox last 
year than any other country in the world, except 
India; over thirty-four thousand cases. This is a 
situation that is difficult to understand. The per- 
sonal liberty of opinion, so fearfully secured to 
the pioneers who settled America, in this instance 
acts as a boomerang for destruction. Federal 
laws, stringently enforced, protect our seaports 
from infestation by plague, or smallpox or other 
scourges, but within our country itself, no federal 
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law enforces vaccination. States may, but more 
often do not have adequate laws concerning vacci- 
nation. A result is all this deplorable illness due 
to smallpox, and this in the face of the almost 
universal education in America’s public schools, 
and the positive and unassailable truth that vacci- 
nation protects against this disease. Despite edu- 
cation and science there are prejudiced believers 
in cults who question the effectiveness of vacci- 
nation and attempt by precept and example and 
propaganda to prevent its employment. 

Louis Pasteur’s discovery that bacteria are the 
direct cause of many diseases has been applied 
practically by medical practitioners and so has 
saved untold thousands of lives. The complete 
eradication of diphtheria, scarlet fever, typhus 
and typhoid fever, and other plagues of bacterial 
origin that have yearly reaped their harvest of 
thousands of human lives are falling before the 
gigantic march of preventive medicine. Cholera, 
which once was the dread of all nations, has be- 
come but a name in civilized countries. 


Joseph Lister, following the work of Pasteur, 
in 1878 showed how bacterial infection of wounds 
could be prevented by applying the principles of 
antisepsis in surgical operations. This momentous 
discovery revolutionized surgery and greatly re- 
duced mortality after operation: 


These have been only a few of the contribu- 
tions of the physician to the march of human 
progress. Within the span of this generation 
more has been added to the sum of human knowl- 
edge than in any previous period of the world’s 
history. Fundamental principles of science have 
found practical application beyond even the vision 
of the dreamer. Through their application of 
recent scientific knowledge, man has been given, 
in a measure, mastery of the land, sea; and sky; 
news and knowledge are thus promptly inter- 
changed and the advancement of one people be- 
comes the heritage of all. 


In the field of medical research the advance- 
ment has been little less than remarkable. Rapid 
strides have been made. Chemistry in medicine 
has taken a prominent place. Physics, biochemis- 
try, pathology, bacteriology, sanitation, and pre- 
ventive medicine have been developed to a high 
degree, and have contributed much to the sum 
total of medical knowledge. 

Without due attention to the betterment of 
public health no lasting progress can be made. 
Subject to the great biologic laws, the actual ex- 
istence of a nation can be secure only through the 
understanding and control of the factors that 
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hamper or promote human welfare. History 
warns us that the civilized races can lose all that 
they have gained if they fail to profit from the 
lessons of experience and fact. Many nations and 
races are known today only by a few pots or 
arrowheads. One biologic mistake or another has 
merged them with the dust. 


What then is the best way to make practical 
application of the discoveries made in medicine 
that the object of this California Medical Asso- 
ciation, namely, “the betterment of public health” 
may best be achieved ? 


HEALTH EDUCATION 


Health education of the public, through the 
magazines, newspapers and the radio, personal 
examination and instruction, and enforcement of 
public health laws by properly qualified officials, 
will do much to attain the ideal of the medical 
profession—the betterment of the health of the 
nation. As a profession, we are now deeply en- 
meshed in legislation and in the service of govern- 
ment. In many instances those outside the pro- 
fession have without our aid made the laws that 
govern medicine. Physicians until recently have 
contributed insufficiently to public health educa- 
tion. The Saturday Evening Post recently said 
that “the science of medicine, as far as the lay- 
man is concerned, is the most tongue-tied of all 
the learned professions.” It called attention to the 
difficulty surrounding the scientific vocabulary of 
medicine as a means of teaching the public, and 
the shying attitude of the profession to the lay 
press. It made the statement, “The enlightened 
physician has a great body of news of the highest 
importance to communicate to the nonmedical 
reader. When the medical profession becomes 
more fully awake to its responsibility in this field, 
it is to be hoped that it will perceive the gravity 
and importance of its problem and attack it in 
force over a nation-wide front. Some national 
body, such as the American Medical Association, 
which has made such a good start along these 
lines, ought to take up the matter in a big way 
and work out a comprehensive program, which 
would unify the agencies which are already in the 
field, and cover the lay press of the whole coun- 
try.” This criticism from a lay journal is per- 
haps not wholly undeserved, although much prog- 
ress has been made along these lipes. Four years 
ago trustees of the American Medical Associa- 
tion entered the field of public health instruction 
by establishing Hygea, a monthly public health 
journal, published especially for the lay public, 
and it has already qualified as a public health 
journal of great worth. In our own State of 
California we have a similar publication, Better 
Health, which has done a big service in educating 
the laity on sound public health principles. Many 
of our great newspaper syndicates publish daily 
health columns from reputable medical men, and 
refuse to accept propaganda of quackery, and 
vicious nostrum advertisements, in the interests of 
public health. 


Periodic physical examination of the supposedly 
healthy is one of the public health measures that 
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has been approved by the profession. The House 
of Delegates of the American Medical Associa- 
tion is on record as approving this measure. State 
and county medical associations are urged not 
only to undertake the actual work of examina- 
tion, but also to promote this helpful work in 
every way possible. 

A cancer week, a tuberculosis week, and a baby 
welfare week have been held in many cities, at 
which times the staffs of hospitals have examined 
the public free of charge. These examinations 
have done untold good and have been the means 
of discovering mariy cases of both cancer and 
tuberculosis in the earliest stages, when expecta- 
tion of permanent cure is most hopeful. 

This task of wholesale examination is a stu- 
pendous one, but it is believed by physicians that 
where it is systematically and thoroughly carried 
out in any state or community that the average 
life of the inhabitants of that locality will be in- 
creased at least seven years over the twenty that 
have already been added to the average life in the 
last half century. 

The radio likewise should serve the cause and 
be made to spread the gospel of good health. At 
present, in California, it is used mostly by the 
cultists to spread propaganda of misinformation 
and to bring the unsuspecting public to their 
offices. In many of the eastern states radio in- 
struction in public health matters is rapidly in- 
creasing, as a result of definite programs arranged 
by state and county medical associations. I would 
urge that our state and county medical associa- 
tions inaugurate a similar plan. Public officials are 
beginning to appreciate their responsibility re- 
garding these measures, and realize that one of 
the greatest functions of government is the pres- 
ervation of public health. The governor of one 
of our largest eastern states in his message to the 
state legislators had this to say: “I renew the 
recommendation of a year ago, that careful con- 
sideration be given to the protection of the people 
of this state from unlicensed and unqualified per- 
sons practicing medicine. The codperation of the 
medical profession is an essential factor in the pro- 
tection of the public health as well as in the care 
of the sick. A very large part of modern public 
health service is urging the people to get the ad- 
vice of their physician before serious and perhaps 
incurable conditions have developed. Such efforts 
come to naught if unqualified persons are allowed 
to hold themselves out as physicians. The subject 
is a difficult one, but the State of New York 
should take the lead in establishing high standards 
of medical practice and providing a practical plan 
for their enforcement. It is a matter of justice 
to qualified physicians and of protection to the 
public.” Let us hope our Governor and Legisla- 
tors will emulate this fine example of humani- 
tarianism and help this state, especially the south- 
ern part, rid itself of some of the unqualified, or 
at least help the public to protect itself against 
those that are to come, and to compel everyone 
that is practicing the healing art to set forth his 
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qualifications in such a way that the stranger may 
know what sort of practitioner he is employing. 

Dr. Wendell C. Phillips in his presidential ad- 
dress to the American Medical Association at 
Dallas, Texas, had this to say: “The proposed 
campaign of public health education will surely 
create a demand for new contacts between patient 
and physician.” Physicians must give a different 
significance to the word “patient,” for in the new 
order of things both sick and well people must 
and will be on record in the lists of their phy- 
sicians. They will demand that their needs shall 
be met. Doctor Phillips warns that unless the 
medical profession organizes to meet the de- 
mands in the proper spirit, various forms of state 
medicine are likely to become the order of the 
day. 

Public health education is the outstanding need 
of the hour. The gospel of personal and com- 
munity health is complex. It should be promul- 
gated by health departments and agencies, by 
lectures, radios, and films, but such service will 
never reach its highest efficiency until it includes 
a maximum of direct personal instruction by the 
properly qualified family physician. 

1930 Wilshire Boulevard. 


ARTERIOVENOUS ANEURYSM* 


ITS PHYSIOLOGIC EFFECTS UPON THE CIRCULATION 
AND THEIR IMPORTANCE IN RELATION 
TO SURGICAL TREATMENT 


By Emite Hortman, M.D. 
San Francisco 


Discussion by Charles D. Lockwood, M.D., Pasadena; 
Edgar L. Gilcreest, M.D., San Francisco. 


AN arteriovenous aneurysm or fistula is charac- 

terized by certain physiological phenomena 
which make it one of the most fascinating and 
unique lesions in medicine. An intimate knowl- 
edge of these phenomena is essential in executing 
properly the surgical measures necessary to elimi- 
nate the aneurysm. 


In civil life the lesion is produced by bullet 
wounds or knife thrusts, and in industrial life, by 
flying steel. There is usually a history of pro- 
fuse and alarming bleeding for several moments, 
sometimes easily controlled by pressure, but oc- 
casionally a tourniquet is necessary to prevent 
exsanguination. The exact nature of the lesion is 
usually not recognized until several days or even 
weeks later, when the characteristic thrill and bruit 
are first noted. These are continuous throughout 
the cardiac cycle, markedly accentuated in systole, 
and are best heard over the site of the fistula 
although they may extend for some distance both 
proximally and distally to it. 

A direct communication between one of the 
large arteries and its accompanying vein intro- 
duces a profound disturbance in the hydraulic and 
physiologic laws governing the circulation of the 
blood. Such a communication provides two routes 

* Read before the General Surgery Section of the Cali- 


fornia Medical Association at its Fifty-Seventh Annual 
Session, April 30 to May 3, 1928. 
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through which the circulating blood may pass. It 
may flow through the normal channels as repre- 
sented by the system of heart-artery-capillary bed 
and vein; or it may traverse a shorter circuit con- 
sisting of the heart-artery-fistula and vein. Due 
to the fistula, the peripheral resistance in the 
shorter circuit is considerably less than the resist- 
ance in the normal circuit. Obeying the law of 
hydraulics that flowing water seeks the line of 
least resistance, it is inevitable that a consider- 
able volume of blood will be diverted from the 
general circulation through the fistula. 


Obviously the extent of the reduction in periph- 
eral resistance and the amount of blood diverted 
through the fistula will depend upon the size of 
the opening. A small communication not over 
3 to 4 millimeters in diameter may exist between 
peripheral vessels for years and, aside from the 
mild local disturbance due to the continuous thrill 
and bruit, no other effects develop. Both clinical * 
and experimental* evidence are at hand illustrating 
the innocuous character of the small fistula. The 
larger sized fistulae, 5 to 15 millimeters in diame- 
ter, divert so large a volume of blood from the 
general circulation that startling effects upon the 
circulatory mechanism are produced. These are 
comparable to the effects of bleeding from a large 
vessel, except that in this instance the bleeding 
occurs into a vein. The immediate effect of this 
diversion of a large volume of blood into a shorter 
circuit is a great fall in general blood pressure. 
Although no observations upon the immediate 
effects of a fistula in clinical cases have been re- 
corded, very accurate observations have been made 
in the experimental animal (Fig. 1). 


Experiment I 


On September 18, 1923, a preoperative blood pres- 
sure of 216/106, with a pulse of 84 was recorded in 
dog L28. On October 22 an anastomosis between 
the right common iliac vessels was established, the 
artery and vein measuring 5 and 7 millimeters respec- 
tively. The fistula was 2.5 centimeters long. A pulse 
rate of 120 increased to 140 during the operation. 
When the fistula was opened, the pulse rate immedi- 
ately rose to 210, where it remained during the rest 
of the day. On the following day the blood pressure 
was very low, 110/60, and the pulse rate still remained 
around 200. The subsequent blood pressure and pulse 
readings are recorded in the chart. The pressures in 
the right leg below the anastomosis were always very 
low, approximately 50/20, indicating a fairly complete 
diversion of blood through the fistula. 


COMMENT 


It is observed that the great fall in blood pres- 
sure was accompanied by a marked acceleration 
in pulse rate. Within a few days a gradual re- 
adjustment began which ultimately led to a com- 
plete recovery of systolic blood pressure, a perma- 
nent reduction in diastolic pressure, and a slight 
but permanent acceleration in pulse rate. 


These observations are easily understood if 
general blood pressure is considered as being the 
resultant of three main factors: the cardiac out- 
put, which is determined by venous filling and by 
rate of cardiac contraction; peripheral resistance, 
which includes also the effect of vasoconstriction 
and vasodilatation ; and the total blood volume. A 
decrease in any one of these three factors results 
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in a fall in blood pressure. The lowered periph- 
eral resistance introduced by the fistula and the 
segregation of a large volume of blood into a 
shorter circyit have a combined effect of lowering 
materially the blood pressure in the general circu- 
lation. The immediate compensatory adjustment 
to maintain a blood pressure compatible with life 
is an increase in cardiac output through an in- 
crease in the rate of cardiac contraction. The 
increased venous filling resulting from the intro- 
duction of arterial blood through the fistula di- 
rectly into the venous bed enables the heart to 
increase its output by such an increase in the rate 
of contraction. 

The increase in cardiac output in the presence 
of a fistula was easily demonstrated by the Fick 
method of determining blood flow through a 
measurement of oxygen consumption.® 






















































































Experiment II 








The volume flow of blood through the lung of dog 
Ese: 





A. Before the Establishment of an Arteriovenous 
Fistula of the Femoral Vessels—May 28, 1923, 3388 
cc. per minute. May 30, 1923, 2589 cc. per minute. 

B. In the Presence of the Fistula—June 12, 1923, 
4750 cc. per minute. June 22, 1923, 5750 cc. per minute. 
June 25, 1923, 4315 cc. per minute. - 

C. Fistula Occluded by Digital Pressure—June 25, 
1923, 2945 cc. 

D. After Elimination of the Fistula by Operation. 
June 27, 1923, 2720 ccm. per minute. June 29, 1923, 
2200 cc. per minute. 



























































COMMENT 





In the presence of a large fistula the rate of 
blood flow through the heart was practically 















































Fig. 1 


Fig. 1.—Blood pressure and pulse readings illustrat- 
ing (1) the great fall in pressure and increase in pulse 
rate immediately after the formation of an iliac fistula; 
(2) the gradual recovery in systolic pressure, but with 
a permanent reduction in diastolic pressure and a pro- 
longed increase in pulse rate. 
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doubled. From a study of the chart in Fig. 1 it 
is apparent that an increased rate of cardiac con- 
traction with its great increase in cardiac output 
may be an adequate compensatory adjustment to 
maintain a blood pressure compatible with life, 
but that even a pulse rate of 200 did not produce 
a blood pressure of more than 110/60 on the day 
following the production .of the fistula. In the 
succeeding days, however, there followed a grad- 
ual recovery of systolic blood pressure to a nor- 
mal level, and to explain this recovery we have 
postulated a second compensatory adjustment in 
the form of a gradually increasing total blood 
volume.* That such an increase in blood volume 
occurs is apparent from the following experiment 


(Fig 2). 
Experiment III 


In dog L3, weighing 15 kg., a large fistula 3.4 cm. 
long was established November 9, 1922, between the 
right femoral artery and vein, measuring 4 and 6 mm., 
respectively. After several months this dog showed 
a marked increase in blood pressure and a retardation 
of pulse rate when the fistula was closed, with a defi- 
nite increase in the size of the cardiac area, and also 
a dilatation of the proximal vessels. On November 20, 
a blood volume estimation of 1400 cc. was made, and 
by June 12 the volume had increased to 1680 cc. On 
June 16, the fistula was excised, and on the following 
day a blood volume determination of 2170 cc. was 
made. This was repeated four days later, and a 
volume of 2150 cc. was recorded; twenty-five days 
later it had, however, again dropped to 1520 cc., and 
in the following October, 1923, it was estimated at 
1370 cc. On November 9, a second fistula was per- 
formed between the iliac vessels, and on January 14, 
1924, a blood volume determination of 1530 cc. was 
made. 


COMMENT 


As confirmatory evidence of the contention that 
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Fig. 2 


Fig. 2.—Blood volume determinations: (a) constant 
blood volume in L2, with a small fistula that healed 
spontaneously; (b) slight increase in L4, with a small 
fistula; (c) marked increase in L3, with a larger femoral 
fistula followed by subsidence of this increase after ex- 
cision of the fistula; (d) marked increase in L26, with 
a large iliac fistula. 
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crease in total blood volume was definitely com- 
mensurate with the size of the fistula. 


Experiment IV 


In dog L2, weighing 13.2 kg., a small femoral fistula 
6 mm. long was made, between the right femoral 
artery and vein, 4 and 5 mm. in diameter. No changes 
were ever noted in either the pulse rate or the blood 
pressure on closing the fistula, and the necropsy, made 
June 13, 1923, revealed no change in the size of the 
heart nor any dilatation of the proximal vessels. The 
preoperative blood volume on October 29 was found 
to be 1420 cc. On May 4, five months after the forma- 
tion of the fistula, a blood volume determination of 
1410 cc. was recorded. 


Experiment V 


In dog L4, weighing 14.6 kg., a small fistula 6 mm. 
long was made, between the right femoral vessels, 
3 mm. and 4 mm. in diameter. Only very slight 
changes in blood pressure and pulse were noted on 
opening and closing the fistula, and these were of a 
very transitory nature. At necropsy, four months 
after the production of the fistula, the heart showed 
a slight dilatation of the right half, there was slight 
visible dilatation of the proximal vein and a sugges- 
tive dilatation of the proximal artery not visible or 
detectable by actual measurement, but brought out by 
injecting the vessels with sodium iodid and by taking 
a roentgen-ray photograph. A preoperative blood 
volume estimation of 1470 cc. was made December 19, 
1922, and June 14, 1923, a volume of 1630 cc. was 
determined, representing a small increase. 


COMMENT 


With these experimental observations before us 
there is little difficulty in understanding certain 
clinical experiences with this lesion. The most 
striking feature of an arteriovenous fistula, and 
one which has been little understood, is the dila- 
tation of the heart so frequently though not in- 
variably observed in association with it. This 
dilatation of the heart is progressive and may 
eventually result in cardiac decompensation and 
death. Clinically an excessively dilated heart has 
been observed to diminish markedly in size follow- 
ing the elimination of the fistula by operation, and, 
experimentally, the causal relationship between 
the cardiac enlargement and the fistula has been 
definitely proven. 


Experiment VI 


Dog. L19. An arteriovenous fistula was established 
between the aorta and vena cava. Within three weeks 
the heart became greatly enlarged (Fig. 3). The ves- 
sels were then separated and their continuity reéstab- 
lished. Within three days the heart showed marked 
regression in size (Fig 3). 


COMMENT 


In numerous other experiments it has been fully 
established that this cardiac enlargement is also 
dependent upon the size of the fistula. Small fistu- 
lae result in little or no increase in the cardiac 
size, whereas large fistulae are invariably followed 
by marked dilatation and slight hypertrophy of 
the heart. This dilatation is not confined to the 
heart, but involves also the artery leading to the 
fistula and the vein lying both proximally and dis- 
tally to the fistula. Experimentally the dilatation 
of the artery has been noted in the presence of a 
fistula, with regression in the size of the artery 
following the elimination of the fistula. The ex- 
planation for this dilatation of the vessels and 
heart lies in the distending force exerted by the 
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Fig. 3.—Experiment VI. Dog L19. (a) Normal roent- 
genogram of heart before operation. (b) Three weeks 
after the establishment of a fistula between the aorta and 
vena cava. (c) Three days after the repair of the fistula. 


greatly increased blood mass which is flowing 
through these vessels and the heart by way of the 
fistula. 


ADDITIONAL OBSERVATIONS 


Additional interesting observations may be 
made clinically if the location of the lesion per- 
mits one to close the opening by digital pressure. 
Upon compressing the site of a large peripheral 
fistula and thereby temporarily closing the com- 
munication there occurs a sudden elevation in sys- 
tolic and diastolic blood pressures to remarkably 
high levels for one or two beats (Fig. 4). If the 
fistula remains closed these pressures drop again, 
but remain at levels well above the blood-pressure 
readings when the fistula is open. 


These unique alterations in general blood pres- 
sure—unique because in no other lesion in medi- 
cine can such sudden and remarkable changes be 
produced—depend upon the same two physiologic 









ets mitre 
ressureyyst | |e | ti itt] Tit tT tt tT ti tt 
RE! PSST RSHRRER eee 
PTT AA Te 
PELL Ltt 






























c_| | | Lee 
sett TT TTT ttt 
ik Rehedebdcd ede Ra dada hadclcdadh dda dedeled 
oe aera el TEE 





































Fig. 4.—Alterations in general blood pressure (left arm) 
on closing and opening fistula between left superficial 
re vessels, accompanied by marked pulse variations. 

, fistula open; B, fistula closed; C, fistula opened. 


factors which were so intimately concerned at the 
inception of the lesion with the fall and subse- 
quent recovery of the general blood pressure. 
Firstly, the closing of the direct opening between 
artery and vein forces the circulating blood to 
pass through the normal capillary bed. This elimi- 
nation of an area of lowered peripheral resist- 
ance causes a prompt elevation in blood pressure. 
Secondly, the increased total blood volume, which 
has been commensurate with the increased flow 
through the shorter circuit, and which has been 
accommodated in the shorter circuit consisting of 
heart, artery, fistula and vein, particularly the 
vena cava, is suddenly retained entirely on the 
arterial side for several beats with a momentary 
dilatation both of the heart and artery proximal 
to the fistula. This momentary dilatatiow of the 
heart for two or three beats after digital closure 
of the fistula has been demonstrated both under 
the fluoroscope and by roentgenograms. Follow- 
ing elimination of the fistula by operation, a very 
marked dilatation of the heart above that previ- 
ously observed has been demonstrated. This over- 
distention of an already dilated heart persists for 
several hours and then subsides (Fig. 5). 


It may be stated therefore, that the two factors 
responsible for the momentary excessive increase 
in blood pressure for one or two beats on closing 
a fistula are the increase in peripheral resistance 
and the overfilling of the normal arterial bed by 
the volume of blood formerly flowing through the 
fistula. A third important factor in the control 
of blood pressure is then called into play, namely, 
cardiac output as determined by the rate of car- 
diac contraction. We find that immediately fol- 
lowing the elevation of the blood pressure by 
closure of the fistula there ensues for several beats 
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a marked retardation in pulse rate, from eighty to 
forty beats per minute in one instance, and from 
seventy-six to thirty-eight in another. This slow- 
ing of cardiac contraction results in the prompt 
lowering of blood pressure by a reduction in total 
cardiac output. That it is due to a vagal action 
is apparent from the fact that the slowing of the 
pulse may be abolished by a thirtieth grain of 
atropin. 

When present these phenomena of increase in 
blood pressure and retardation of pulse on clos- 
ing a fistula are pathognomonic of arteriovenous 
fistulae. 
RELATION OF THESE PHENOMENA TO 

SURGICAL THERAPY 


These various physiological phenomena have 
their direct bearing upon the question of surgical 
therapy. Although not universally admitted until 
recent years, it is now well recognized that, in 
most instances, the peripheral arteriovenous fistula 
should be eliminated if the patient is to avoid 
certain local and systemic effects which threaten 
not only his comfort but also his life. The local 
effects are dependent upon the arterial pressure 
in the venous system. This manifests itself in 
large varicosities, often accompanied by ulcers. A 
fistula of the subclavian vessels has been compli- 
cated by varicose ulcers of the hand and forearm. 
The main complaint of the patient may center 
about these lesions. In one instance the presence 
of a varicose ulcer prompted the house staff to 
undertake an operation for the removal of vari- 
cose veins, and the real lesion, a large femoral 
arteriovenous fistula, was not discovered until 
the patient was under ether. Remarkable edema 
and swelling of an extremity have been observed 
totally incapacitating the individual. In addition 
to the local disturbances grave systemic effects 
may be produced by the cardiac dilatation which 
follows the large fistula of long duration. Reid * 
has recorded several cases in which death followed 
cardiac decompensation due directly to a large 
peripheral fistula. 

Granting, therefore, that a fistula should be 
eliminated from the circulation, the next question 
is when and how this should be done. Reid has 
shown that some fistulae tend to heal spontane- 
ously. Holman found that only the small fistulae 
tended to heal spontaneously, whereas the large 
fistulae did not. Reid® advocates waiting six 
months following the accidental production of the 
fistula, to determine whether or not the lesion 
will heal spontaneously. It may not be necessary 
to wait this long. If there is early evidence that 
the heart is dilating and the variations in blood 
pressure and pulse make an early appearance, one 
may be certain that the lesion will not heal and 
must be eliminated by operation to avoid further 
effect upon the heart. 


APPLICATION OF THESE PRINCIPLES 
IN SURGICAL PROCEDURES 
In operating upon this lesion there are certain 
fundamental principles which must not be vio- 
lated. To neglect them is to invite almost certain 
disaster or at the least, failure to cure the lesion. 
1. Ligation of the artery alone proximal to the 
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Fig. 5.—Teleoroentgenograms showing: (A) Size of heart in presence of a large fistula between left superficial 
femoral vessels. (B) Size of heart immediately following operation for the elimination of the fistula. Note marked 


overdistention of an already dilated heart. 
tion in size of heart. Same case as Fig. 4. 


fistula is absolutely contraindicated. The accom- 
panying vein must always be occluded. It is 
obvious that, unless this is done, the collateral 
circulation (Fig 6) will find its way, not into the 
capillary bed distal to the fistula, but into the 
fistula and thence back to the heart. Sir George 
Makins ® established this principle following his 
experiences in the South African War, when it 
was found that in the treatment of gunshot 
wounds of the large vessels, ligation of the artery 
alone invariably led to gangrene of the limb. 
When confronted with an aneurysm, therefore, 
it is most important to make an exact diagnosis 
by determining whether the lesion is a simple 
sacculated aneurysm or an arteriovenous fistula. 
If the latter lesion is overlooked, and the usual 
treatment for simple aneurysm is applied, namely, 
proximal ligation of the artery, there is grave 
danger of gangrene beyond the aneurysm. The 
distinctive features of a fistula when compared 
with a true aneurysm are: (a) The continuous 
thrill and bruit intensified during systole. (b) The 
slowing of the pulse and rise in blood pressure 
on digital closure of the fistula. This sign is not 
always present in the early days following the 
establishment of the fistula, and may be absent if 
the fistula is small. Occasionally it may be de- 
tected only by the electrocardiograph. (c) The 
high oxygen content of arterial blood withdrawn 
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6.—(a) Schematic presentation of circulation in 


Fig. 
presence of a femoral fistula. (b) Ligation of artery 
proximal to the fistula is absolutely contraindicated be- 
cause of probable gangrene due to diversion of collateral 
circulation through fistula directly back to heart, 


(C) Size of heart three months after operation. 


Note marked reduc- 


from the veins distal to a fistula as compared to 
venous blood obtained elsewhere. This additional 
distinguishing feature has been suggested by 
Pemberton * of Rochester. 

2. Ligation of the artery and vein proximal to 
the fistula only is also contraindicated. Even 
though gangrene may be avoided the fistula is not 
cured by this operation. Collateral arterial and 
venous channels open up to keep the lesion active 
in its capacity of transferring arterial blood into 
the venous system although probably at a reduced 
rate. 

3. Ligation of the artery and restoration of the 
vein may lead to gangrene due to the great dis- 
proportion between a dilated tortuous venous sys- 
tem and the meager collateral arterial circulation. 
The little blood that passes through the collateral 
bed finds its way promptly into the dilated venous 
bed without passing into the distal arterial bed. 

It is generally agreed that the safest and most 
effective method of dealing with this lesion is 
quadruple ligation with excision of the fistula. 
One can then be certain that no collateral chan- 
nels will open up to restore the local thrill and 
bruit, nor will there be any grave danger of 
gangrene. 

Matas *® has elaborated upon his principle of 
endoaneurysmorrhaphy by advocating restoration 
of the artery through an opening into the vein. 
This is occasionally feasible, but in some fistulae 
of long duration there have been found calcareous 
deposits in the tissue forming the rim of the 
fistula; and in the presence of such calcification 
this procedure would be most inadvisable. The 
subsequent development of a simple aneurysm at 
the site of the degenerated arterial wall has been 
observed. 

Large fistulae of long duration are frequently 
accompanied by evidences of beginning cardiac 
failure due to an excessive dilatation of the heart, 
such as tachycardia and dyspnea on slightest exer- 
tion. Two of my patients were practically bed- 
ridden because of these difficulties. Closure of the 
fistula by digital compression or by operation may 
result in an even greater dilatation of the heart 
with consequently an even greater thinning of an 
already attenuated cardiac muscle. This additional 
dilatation may be just sufficient to change an in- 
cipient cardiac decompensation to an actual one. 
This stage may be recognized before operation 
by noting what occurs when the lesion is closed 
by digital compression. If instead of a slowing of 
the pulse and a rise in blood pressure there occurs 
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a marked tachycardia and an unchanged or low- 
ered blood pressure, it is a good indication that 
the heart would be temporarily placed under a 
great strain at the moment the fistula is closed by 
operation. Cases are on record ® in which opera- 
tion has been decided against because of this evi- 
dence. Such a decision is denying the patient his 
only hope of recovery. It has not been my fortune 
to be confronted with the problem of an incipient 
cardiac failure due to a fistula, but if I were, I 
should proceed on the basis that the cardiac de- 
compensation is purely a mechanical one due to 
the excessive output imposed by the abnormal 
opening and that operation offered the only hope 
for complete relief. Bearing in mind the experi- 
mentally proven fact that there is an increase in 
blood volume in the presence of the fistula, and 
that it is this extra volume of blood which is the 
immediate cause for. the temporarily excessive 
dilatation that occurs after elimination of the 
fistula, the rational procedure would be to perform 
a venesection and remove at least 500 cc. and 
possibly 1000 cc. of blood during the operation 
immediately after the fistula had been eliminated. 
It seems highly probable that with such a pre- 
caution the fistula with well-advanced signs of 
cardiac dilatation could be operated upon with- 
out danger of a cardiac breakdown after the 
operation. 

An additional precaution after an operation for 
the elimination of a large fistula accompanied by 
a marked dilatation of the heart is a prolonged 
convalescence with rest in bed. This is necessary 
to enable a myocardium long dilated and long 
accustomed to a low diastolic pressure to adjust 
itself to the altered conditions of a marked in- 
crease in diastolic pressure. Not sufficient atten- 
tion has been paid to the possibility of a myo- 
cardial failure due to the burden of the increased 
diastolic pressure following the repair of the 
fistula. A premature return to normal or ex- 
cessive activity must be avoided by imposing a 
period of enforced rest of at least two or three 
months. Thomason *° has recorded an instance in 
which a return to normal activity immediately 
after operation resulted in all the signs of a car- 
diac decompensation. A prolonged rest entirely 
restored the patient to good health. 


SUMMARY 


The production of an arteriovenous fistula is 
accompanied by a marked fall in blood pressure 
and by an increase in pulse rate. To compen- 
sate for these changes an increase in total blood 
volume occurs. 

Dilatation of the heart and of the artery and 
vein proximal to a fistula invariably occur in the 
presence of the larger fistulae. 

The extent of the blood volume increase and 
the extent of the dilatation of the heart depend 
upon the size of the fistula. The dilatation may 
proceed to complete myocardial failure. 

Arteriovenous fistulae should, therefore, be 
eliminated, preferably by quadruple ligation of 
artery and vein and excision of the fistula. 

The elimination of a fistula may precipitate a 
cardiac decompensation incident to overdistention 
of an already dilated heart. To avoid this ex- 
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cessive dilatation, venesection may be necessary 
in the course of the operation. 

A prolonged convalescence after operation is 
necessary to avoid the myocardial strain which 
is imposed by the increase in diastolic pressure 
accompanying the elimination of the fistula. 
Stanford University Medical School. 
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DISCUSSION 


Cuartes D. Lockwoop, M.D. (65 North Madison 
Avenue, Pasadena).—Doctor Holman’s paper presents 
one of the most interesting physiologic problems in 
the circulation of the blood, i. e., the response of the 
heart muscle to an increased load thrown upon it. 

If recognized early and operated upon, there is little 
disturbance of the circulation, and recovery is the rule. 
The femoral and popliteal arteries and veins are most 
commonly involved. Bernheim collected fifty-eight 
cases of femoral arteriovenous aneurysms between 
1890 and 1909. There were four deaths and ten cases 
of gangrene. The deaths and gangrene were in the 
cases where ligatures of the external iliac and femoral 
were done without ligation of the vein. Thirty-five 
cases of popliteal aneurysm gave thirty-four recov- 
eries, one death, six gangrene. 

It would seem that simple ligations would give less 
mortality, but such is not the case. Quadruple ligation 
in femoral aneurysm has given the best results. The 
external iliac should be given a wide berth; two deaths 
followed ligation of this vessel. 

In arteriovenous aneurysms of the extremities a col- 
lateral circulation is usually established before opera- 
tion. In arterial aneurysm there is greater danger of 
disturbing clots and causing emboli. This danger does 
not exist in arteriovenous aneurysm. About three 
months should elapse between the time of injury and 
operation. 

Two methods of operation that have given best re- 
sults are: (1) Quadruple ligation with extirpation of 
sac. (2) Restoration of continuity by suture. The 
latter method is ideal, but is more difficult and 
dangerous. 

Moure, a French author, gives four types of arterio- 
venous aneurysms in his classification: 


Type 1. Small communicating channel between 
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artery and vein. Ligation of the fistula will restore 
continuity of both artery and vein. 

Type 2. Small opening in artery, large tear in the 
vein, producing a sac at the expense of the vein. In 
this type the best treatment is obliterative aneu- 
rysmorrhaphy, restoring continuity of the artery. 

Type 3. Large hole in both vein and artery with 
two openings into the sac for both artery and vein. 
This type should be treated by aneurysmorrhaphy. 

Type 4. The aneurysm is at the site of arterial 
bifurcation with two or three arterial openings into 
the sac. This type is best treated by aneurysmor- 
raphy with closure of the various arterial openings 
from within the sac. 

My own experience in this lesion has been limited 
to two cases, One case was that of a Mexican boy, 
age sixteen, who was shot in the inner aspect of his 
left thigh. He was in shock for a time but recovered, 
went on about his business and was perfectly all right. 
Three or four months afterward he had swelling and 
pain in the left leg which was so distressing that he 
came to the hospital. There was a large, blowing 
murmur over the femoral artery, with every evidence 
of aneurysm. I exposed this, sutured the artery and 
ligated the vein. He made an uneventful recovery. 

Another case was that of a boy who was shot in 
the popliteal space of the left leg, and the bullet 
coursed down the anterior aspect of the leg. He de- 
veloped a large pulsating tumor, with a bruit in the 
popliteal space. In this case we were able by going 
well above the vein to ligate the artery. 


* 


Epcar L. Gitcrzest, M. D. (384 Post Street, San 
Francisco).—This valuable contribution of Doctor 
Holman adds much to our present knowledge of the 
physiologic effects of abnormal communications be- 
tween arteries and veins. The conclusions which he 
draws from his experiments are logical and conclusive. 

It was my good fortune to have recently a clinical 
case, a traumatic subclavian arteriovenous aneurysm 
of eight years’ duration which came to operation. The 
study of this case before and after operation presents 
important clinical data proving the experimental ob- 
servations so clearly advanced by Doctor Holman. 

The diagnosis of this case was based on the follow- 
ing points: 

1. Great swelling of the right chest, right shoulder 
girdle and entire right arm and hand. 

2. Enormous distention of veins in these parts. 
“3. Cardiac dilatation and hypertrophy. 

v 4. Branham’s bradycardiac reaction and associated 
blood pressure variations. 

v 5. A continuous purring thrill over the distal veins. 
, 6. A continuous bruit, accentuated during systole, 
over the distal veins. 

Y¥ 7. The centrifugal transmission of the thrill and 
bruit. 

v8. An increase of the oxygen content in the venous 
blood distal to the lesion. 


At operation the proximal artery and veins, as 
pointed out by Doctor Holman in his experiments, 
were found to be dilated, as well as the distal vein. 
Proximal ligations of artery and veins improved, but 
did not effect a cure. Subsequent distal ligations of 
arteries and veins, ten months later, completing the 
quadruple ligation, effected a complete cure—all of 
which confirm the conclusions so ably presented by 
Doctor Holman in this splendid paper. It might be 
interesting to enumerate the various ligations which 
were made in this two-stage operation. First opera- 
tion: Ligation of external and internal jugular, sub- 
clavian and innominate veins and the subclavian 
artery. Second operation: Ligation of axillary vein, 
subclavian, axillary and long thoracic arteries, making 
in all a total of nine ligations, 

In the treatment of this case, therefore, the prin- 
ciples enunciated by Doctor Holman in this article 
were carried out with the exception that it was per- 
formed in two stages instead of one. I have no hesi- 
tancy in stating that I believe by the ligation at the 
first operation of the proximal vein, in this case the 
innominate, gangrene of the fingers was prevented. 
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TORSION OF THE SPERMATIC CORD 


By R. P. Roantreg, M.D. 
Elko, Nevada 


Discussion by W. P. Willard, M. D., San Francisco; 
Miley B. Wesson, M. D., San Francisco; William E. 
Stevens, M.D., San Francisco. 


"TORSION of the spermatic cord is not ex- 

tremely rare. Prior to 1920 only one hundred 
and twenty cases had been recorded in the litera- 
ture. Since that time twenty-five additional cases 
have been added, and of these, fifteen have been 
reported by Campbell? from Bellevue Hospital. 
The writer has seen two cases in the past year in 
a small town practice. 

In writing on this subject de Quervain? says: 
“The only condition with which it could be pos- 
sibly mistaken is an embolic infarction of the testi- 
cle occurring in a patient with heart disease.” In 
apparent contradiction to this statement Young ® 
writes: “The diagnosis of torsion of the cord is 
often missed.” This discrepancy between two au- 
thorities can only be explained either by the fact 
that the condition is not known or because its 
frequency is not realized. 

Torsion of the spermatic cord, as its name im- 
plies, is an axial rotation of all the cord structures 
and the testicle with a resulting impairment or 
total loss of blood supply beyond the point of 
torsion. An obstruction to the venous return re- 
sults, with infarct formation in the testicle and 
in the cord distal to this occlusion. The twist 
may occur either within or outside of the tunica 
vaginalis. 

Torsions occurring in the extravaginal portion 
are extremely rare because all the connections 
between the external surface of the tunica vagi- 
nalis and the tissue surrounding it must be broken. 
It is interesting to note in this connection that in 
certain countries this method of castration of 
lower animals has been used under the name of 
“bistournage.” The operator of “bistourneur” 
manipulates the testicle, breaking loose its con- 
nections, and rotates it to produce an artificial 
torsion which is followed by gangrene. 

Intravaginal torsion of the cord is much more 
frequent than extravaginal. As a rule the torsion 
occurs immediately above the testicle. In the nor- 
mally developed individual the testis and the epi- 
didymis are closely attached to each other and the 
epididymis is attached to the scrotal parietes over 
at least four-fifths of its length. This makes 
intravaginal torsion impossible in the normal in- 
dividual. Torsion is only possible when the con- 
nection between the testis and the epididymis, or 
epididymis and scrotum are extremely loose and 
mobile. In one of our patients the testicle hung 
from a pedicle one inch long and one-fourth inch 
in diameter. Torsion is about as frequent in the 
scrotal as in undescended testicles. The percent- 
age of cryptorchids in the general population is 
very low, hence the percentage of torsion occur- 
ring in imperfectly descended testicles must be 
higher than in scrotal testicles. 

Sudden cremasteric contraction has been em- 
phasized as the immediate cause of torsion. This 
must be considered since the onset of some tor- 
sions occurs during sleep. The usual history is 
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that the torsion followed violent muscular effort 
with straining or injury to the scrotum. 

Torsion may occur at any age. It has been ob- 
served in infants and in old age, but is most 
frequent in early adult life. 


SYMPTOMS AND SIGNS 


The onset of torsion of the cord is always 
sudden. Severe pain is a constant accompani- 
ment and may be localized in the affected side of 
the scrotum, or referred to the abdomen and 
accompanied by temporary obstruction to the pas- 
sage of motions and flatus, and even by prostra- 
tion. In simple torsion the temperature is rarely 
above 100 degrees Fahrenheit, but may reach 104 
degrees Fahrenheit. The scrotum swells rapidly 
and is so extremely tender that it is impossible 
to differentiate the epididymis from the testis. 
The swelling is at first confined to the testicle, but 
later the scrotal tissues become edematous and 
the skin somewhat discolored. This discoloration 
of the skin may extend well past the midline. In- 
dications of fluid within the tunica vaginalis may 
be found. The opposite testicle may give evidence 
of abnormal motility. In one case rhythmical con- 
traction and relaxation of the cremasteric was 
noted thirty hours after the onset of the condi- 
tion. The rate was thirty per minute, and it con- 
tinued throughout the entire examination. This 
was not noted at other examinations. 


DIFFERENTIAL DIAGNOSIS 


In the differential diagnosis the position of the 
testicle has to be taken into consideration. The 
presence of classical symptoms in a descended 
testicle with no history of direct injury must be 
either an epididymitis or torsion of the spermatic 
cord. The onset of epididymitis is more gradual, 
and the finding of a prostatic or urethral discharge 
containing pus should suffice for the diagnosis. 
With a history of direct injury, traumatic hem- 
atocele must be considered. The before mentioned 
findings will differentiate between torsion of the 
cord and epididymitis; but it must not be for- 
gotten that epididymitis can occur after an injury. 
In traumatic hematocele the onset is more gradual 
than in torsion and more rapid than in epididymi- 
tis. The pain increases in severity with the in- 
crease in the size of the scrotum. The scrotum 
is as a rule much larger, and often an ecchymotic 
area may be found on the posterior surface. 

When the testicle is in the inguinal canal, acute 
hydrocele, neoplasm, appendicitis, strangulated 
hernia, and torsion of the spermatic cord are to 
be considered. Acute hydrocele is usually easily 
ruled out, as it is a tense, well-defined swelling 
that does not enter the inguinal canal. It occurs 
only in infants and is not accompanied by dis- 
tention, retention of flatus, or vomiting. It trans- 
mits light, and a needle will verify the diagnosis. 

A neoplasm may give rise to similar symptoms 
and should be considered, that the surgeon may be 
prepared for a complete removal of the involved 
tissues. 

When the condition arises upon the right side 
appendicitis may be simulated. Appendices, espe- 
cially in children, have been found within hernial 
sacs. The onset of appendicitis is usually slower, 
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with vomiting following some time after the onset 
of pain. Vomiting is more prolonged and there 
may be no retention of flatus or feces. The pulse 
as a rule is more rapid and leukocytes are in- 
creased in appendicitis. 

The diagnosis between torsion and strangulated 
hernia is at times impossible. Most undescended 
testes are accompanied by hernia, and the history 
of a previous hernia may be an aid. As a rule 
retention of flatus and feces is not so marked in 
torsion and passes off after a short time. How- 
ever, immediate operation is indicated to save the 
involved structure whether it be testicle, appendix, 
or intestine. 

Attempts have been made to relieve this condi- 
tion manually by untwisting the cord. This tech- 
nique has been successful in a few cases, but is 
unsatisfactory since the direction of the primary 
twist cannot be previously demonstrated. Atrophy 
occurs in testes which are not relieved within one 
hour after torsion, and gangrene begins within 
forty-eight hours. Operation will save many 
testes if done early, but they will probably often 
atrophy. In cases where a long pedicle on an in- 
volved scrotally contained testicle is found, the 
opposite side should be examined for abnormal 
motility of the testicle. Should the other testicle 
give evidence of a long gubernaculum, it also 
should be fixed to the bottom of the scrotum as 
several instances of bilateral occurrence have been 
reported. 

If the testicle is viable the tunica vaginalis 
should be inverted to prevent hydrocele, and the 
testicle sutured to the bottom of the scrotum to 
prevent recurrence. If gangrene has supervened, 
as evidenced by lack of bleeding, a black dis- 
coloration and bulging of a black clot on incision 
of the visceral tunica vaginalis, orchidectomy must 
be done. 

209 First National Bank Building. 
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DISCUSSION 
W. P. Witrarp, M. D. (384 Post Street, San Fran- 
cisco).—Doctor Roantree has, through his paper 
brought to our attention a condition that should be 
kept in mind by every industrial surgeon. For it is 
among men doing heavy work that the condition is 
most apt to appear. Doctor Roantree has within a 
few months seen two cases in the course of his general 
surgical work. I have seen but one case in over 
twenty years of eran seaee. 


Mirey B. Wesson, M. D. (1275 Flood Building, San 
Francisco).—Torsion of the testicle occurs rather in- 
frequently but, like Doctor Roantree, we are begin- 
ning to wonder if its rarity is not more apparent than 
real, the condition not being recognized either before 
or after operation for “gangrene of the testicle.” 

The predisposing cause of torsion is an undue mobil- 
ity of the testicle and it is commonly associated with 
incomplete descent of this organ into the scrotum, at 
least to the extent of an unusual length of guber- 
naculum. The first report of a case of torsion was 
by Delasiuave in 1840. Operation was done for a sup- 
posedly strangulated hernia and torsion of an inguinal 
testicle found. Then, at intervals, isolated cases have 
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been reported. Nicoladani in 1885 called attention 
to the fact that the undescended testicle is more liable 
to rotation of its pedicle with torsion and subsequent 
strangulation than the normally descended organs. 
Scudder in 1901 compiled thirty-two cases of torsion 
of the pedicle; 47 per cent of these occurring in un- 
descended testicles. In 1927 Ormond reported six 
cases of torsion of intra-abdominal testicles in three 
of which the testis was the site of a malignant tumor. 

In every case a congenital malformation or anomaly 
exists, and trauma is a negligible factor. The testicle 
is not attached properly to the walls of the scrotum, 
but hangs loosely like a pendulum within the scrotal 
sac. If the patient makes a lateral motion and then 
stops suddenly, the heavy testicle, hanging by the vas 
and not anchored securely to the wall of the scrotum, 
may rotate too far and even twist three or four times 
and stay in this position. The superficial veins are 
obstructed and, since the uninfected arteries continue 
to pour in blood, the whole testicle soon resembles a 
blood-clot. Everything below the twist is turned into 
a hemorrhagic infarct. If the condition is treated con- 
servatively the extravasated blood will absorb and 
eventually the scrotum will return to normal, but the 
testis will atrophy. No normal man can possibly have 
a torsion of the testicle without intentional scrotal 
manipulation (bistournage) has been carried out, but 
one with an appropriate congenital defect in his scro- 
tum is liable to have a torsion of the testicle any time 
he moves whether it be turning over in his sleep, 
walking fast and then stopping suddenly, or throwing 
an orange box up on top of a pile, as in the following 
characteristic case. 

A man was stacking orange boxes on end. He had 
already placed one box on top of the other and as he 
attempted to throw the third box up he lost his bal- 
ance, the box falling over his shoulder and throwing 
him forward; he felt a nauseating pain at the time, 
which was very severe for twenty-four hours, then 
gradually subsided. On the evening of the accident 
his testicle was swollen. Six days later the surgeon 
diagnosed “gangrene of the testicle due to trauma” 
and an orchidectomy was done. The pathologist re- 
ported “infarct of the testicle.” 

It is very unfortunate that Doctor Roantree did not 
report in detail his two cases so that they could be 
incorporated in the literature of this subject. He has 
very aptly called attention to the fact that the diag- 
nosis of torsion of the testicle may readily be made 
by one who is on the lookout for it, and the fact that 
two cases have been recently observed in one man’s 
practice in a town of less than three thousand bears 
out this view. 

WuuiaM E. Stevens (608 Flood Building, San Fran- 
cisco).—It is interesting to note that Doctor Roantree 
has seen two cases of torsion of the spermatic cord 
in his general practice. Many urologists have never 
seen one. 

Although there may be a twist of from one-quarter 
to two or more complete turns the condition rarely, 
if ever, occurs in the presence of normal testicular 
attachments. Trauma is not necessarily an etiologic 
factor, as the condition may occur while the patient is 
lying in bed. About half of these twists are seen in 
patients with undescended testicles. 

Torsion of the spermatic cord is to be differentiated 
from acute epididymitis and, if the testicle is un- 
descendec, from strangulated hernia. There is less 
pain but more general disturbance accompanying the 
latter, and the temperature is not elevated. In the 
presence of epididymitis the prostate and seminal 
vesicles are usually involved and pus is found in the 
urine. The enlarged, tender epididymis can usually 
be differentiated from the testicle. 

If seen very early an attempt to untwist the cord 
is sometimes successful although atrophy of the testi- 
cle usually occurs. Even if in the scrotum atrophy 
follows conservative treatment. As Doctor Roantree 
has stated, a gangrenous eam should be removed. 


R. P. Roantrez, M. D. (Elko, Nevada).—Abnormal 
mobility of the testicle is the cause of torsion of the 
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spermatic cord, and is well illustrated in one of my 
cases. A boy was seen September 11, 1926, complain- 
ing of pain and swelling in the right scrotum. The 
pain began suddenly about 5 p. m., after playing base- 
ball. The patient had taken a hot bath, which caused 
the pain to become more severe. Examination at 
6 p. m. disclosed the right testicle to be two times 
average size and the structures could not be identified 
because of tenderness. He was given acetylsalicylic 
acid, but this would not control the pain and at 7 p. m. 
he was given morphia, grain one-sixth, subcutane- 
ously. This controlled the pain until 11 p. m., when 
a second injection of morphia was required. The pa- 
tient got out of bed the following day and the next 
day returned to school. The condition caused no fur- 
ther trouble and he did not report at my office as 
requested. 

On March 13, 1927, the same boy was seen com- 
plaining of severe pain and swelling in the left scro- 
tum. This attack began forty-five minutes after he 
had gone to sleep. The pain was very severe and 
required morphia. The testicle was two times average 
size, red and exquisitely tender. On March 15, 1927, 
the testicle was about the same size, the skin more 
edematous but the pain less severe. A rhythmical 
contraction and relaxation of the left cremasteric 
muscle with a rate of thirty per minute was noticed 
at this time. On March 18, 1927, the scrotum was of 
the same size, very red and edematous. 

Torsion of the right spermatic cord was not diag- 
nosed till after the torsion had relieved itself. When 
the parents were informed that the condition of the 
left side was similar to that which had occurred on 
the right side, consent to operate could not be ob- 
tained. They believed that the condition would relieve 
itself, and this accounts for the infrequent visits and 
the delay in removing the gangrenous testicle. At 
operation on March 18, 1927, the left testicle was 
twisted one and one-half complete turns to the left 
and was gangrenous distal to the twist in the sper- 
matic cord. The right tunica vaginalis was opened. 
The testicle hanging from its long thin pedicle re- 
sembled a cherry hanging by its stem. The long thin 
pedicles, which were undoubtedly similar on both 
sides, accounts for susceptibility to torsion of the sper- 
matic cord. The more severe torsion occurred during 
sleep when no trauma or muscular action was evident. 


COMPARATIVE ANATOMY OF THE 
BILIARY SYSTEM* 


WITH ILLUSTRATIVE DRAWINGS BY 
SAXTON TEMPLE POPE, M.D. 


By STANLEY H. Mentzer, M.D. 
San Francisco 


Discussion by Wallace I. Terry, M.D., San Francisco. 


EXPLANATORY NOTE 


N his extraordinary hunting expedition with the 

bow and arrow into the heart of Africa, the 
late Dr. Saxton Pope carried with him also a zeal 
for medical knowledge that bore unusual fruit. 

At the suggestion of Dr. Wallace I. Terry of 
the University of California, Doctor Pope took 
the drawings and descriptions of the biliary tracts 
of animals that I had been able to gather, with 
him into Africa. The biliary tracts of many ani- 
mals have not been described, and it was our am- 
bition to add new chapters to such data in the 
hope that new material might enhance our study 
of the physiology of the bile tract in the human. 
Doctor Pope succeeded beyond our fondest ex- 
pectations, bringing back twenty-six drawings, 


* From the Department of Surgery, University of Cali- 
fornia Medical School, San Francisco. 
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and one hundred specimens of the gall bladders 
and ducts of the animals that were slain with the 
bow and arrow. From the sportsman’s point of 
view alone, his accomplishments were extraordi- 
nary; they were equally so from a medical view- 
point because of the original and important con- 
tributions that he made. 


Through the courtesy of Professor J. Grinnell 
of the department of vertebrate zodlogy at the 
University of California, Doctor Pope’s speci- 
mens have been classified and arranged in their 
phylogenous groups. The descriptions of these 
specimens follow the order given by Professor 
Grinnell. 


MAMMALS 


ORDER CARNIVORA 


Family Canidae 


Fig. 1. Thos aureus bea Heller (jackal of British 
East Africa closely related to “Canis variegatus’’). 


The jackal described by Doctor Pope was “Canis 
variegatus.” Four animals of this group were exam- 
ined by Doctor Pope, and the biliary apparatus found 
identical in each. The gall bladder was long and 
rather slender, measuring three inches in length. A 
true cystic duct, devoid of any leaflets suggesting 
valves of Heister left the gall bladder in a funnel- 
shaped manner. It was very short, only three-fourths 
of an inch and joined the right hepatic duct. The left 
hepatic duct entered the common duct thus formed 
to make the choledochus, which measured three inches 
in length. The latter entered the.duodenum one and 
and one-half inches from the pylorus. 
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Fig. 2. Otocyon virgatus Miller (“fox” of British 
East Africa). 

Four ‘specimens of this animal were described. The 
gall bladder was small, measuring one inch in length. 
The cystic duct was very short and smooth-walled. A 
single right hepatic duct joined the cystic at a rather 
sharp angle and, a half-inch away, the left hepatic 
duct entered this common duct. The true common 
duct thus formed measured less than half an inch in 
length and emptied into the duodenum three-fourths 
of an inch from the pylorus. 


Family Mustelidae 


Fig. 3. Mellivora sagulata Hollister (honey-badger 
of British East Africa). 

One specimen of this animal was obtained. The 
gall bladder was small, measuring two inches, and pos- 
sessed no true cystic duct. The gall bladder emptied 
into a dilatation of the common duct at the site of 
juncture of three radiating hepatic ducts. The choledo- 
chus thus formed was very large in diameter and 
measured three inches in length, emptying into the 
duodenum three inches from the pylorus. 


Family Viverridae Mongous< — 
f Fig. 4. renee Crossarchus fascioto mocruns 
asciatus colonus Hel- mene, 
ler (mongoose of ear 
British East Africa). Gall bindder 

Two specimens of 4” 
this small, rapidly 
moving and water- 
loving animal were 
described, under the 
name of “macruns” 
rather than “colo- 
nus.” This interest- 
ing little animal has 
a small snout and a long tail and, because of its 
rapidity, attacks poisonous snakes and vermin with 
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impunity. For this purpose it is 


used in parts of India by the na- 


tives. The gall bladder is small, 
measuring three-fourths of an inch 
in length. The cystic duct is rela- 
tively long, one-half an inch. A 
single, unbranched hepatic duct 
joins it to form the common duct which empties into 
the duodenum three-fourths of an inch from the 
pylorus. 


Family Hyaenidae 


Fig. 5. Crocuta crocuta germinans Matschie (spotted © 


hyena of British East Africa). 

Doctor Pope killed six of these animals, the biliary 
tracts of which were identical. The gall bladder was 
rather large, measuring six inches in length, the cystic 
duct was kinked (S-curved) and two inches in length. 
It emptied into a common hepatic duct formed by 
two branching hepatic ducts. The common duct thus 
formed was very long, being ten inches in length and 
emptying into the duodenum five inches from the 
pylorus. 

Family Felidae 


Fig. 6. Acinonyx jubata raineyi Heller (cheeta of 
British East Africa). 

Four specimens of this group were described by 
Doctor Pope under the name of “Cynelurus jubatus 
guttatus.” Considering the size of the animal, which 
closely resembles a leopard, it has a small gall bladder, 
three inches in length. The cystic duct is long, 
measuring four inches. The distal half, adjacent the 
gall bladder, is sharply kinked by four U-shaped 
curves, while the proximal half is straight and enters 
a single common hepatic duct to form the choledochus 
three inches from the duodenum, entering the latter 
three inches from the pylorus. 


Fig. 7. Felis leo massaica Neumann (lion of British 
East Africa). 

Thirty lions killed by Doctor Pope and his party 
were reported. The biliary tracts were similar, and 
none showed any pathological changes. The gall 
bladder was relatively small for an animal this size, 
measuring five inches in length. The cystic duct was 
four inches long and markedly kinked by six U-shaped 
turns, which comprised its entire length. The cystic 
duct emptied into a long common hepatic duct formed 
by the junction of three branched hepatic ducts. The 
common duct thus formed was three and a half inches 
in length and emptied into the duodenum four inches 
from the pylorus. 


Fig. 8. Felis pardus suahelica Neumann (leopard of 
British East Africa). 

Four leopards are described. The gall bladders are 
long (five inches) and very slender. The cystic duct 
is straight and measures only one inch in length. It 
is surprising that there are no curves or kinks similar 
to those found in the cheeta or lion though this ani- 
mal belongs in the same family. Neither were there 


Fig. 10 


any valvular projections in the cys- 
tic duct which have compensated 
for the absence of such kinks. The 
short cystic duct joined an hepatic 
duct to form the choledochus which 
measured four inches in length. 


Fig. 9 The latter emptied into the duo- 


denum three inches from the pylorus. 
ORDER PRIMATES 
Family Lasiopygidae 


Fig. 9. Papio lestes Heller (i. e., “Papio ibeanus,” 
one of the baboons of British East Africa. 

The two baboons described by Doétor Pope were 
relatively large yet both had small gall bladders, 
measuring three and a half inches in length. The 
cystic duct was short, only half an inch, and straight. 
It joined a rather long common hepatic duct formed 
by the union of two hepatic ducts. The common duct 
measured three inches in length and entered the duo- 
denum three inches from the pylorus. 


Fig. 10. Lasiopyga albogularis kima Heller (one of 
the “Sykes monkeys” of British East Africa). 

Two specimens of this small monkey are described. 
Although this monkey belongs in the same family as 
the baboons described above, the biliary ducts differ 
materially. The cystic duct resembles the cheeta, a 
carnivorous animal, for the distal half of the cystic 
duct in this monkey is sharply angulated by a W- 
shaped curve similar to that found in the cheeta and 
terminates in a straight tube, similarly, in its proximal 
half. The form of the cystic duct in the Sykes monkey 
is the most striking deviation found within family 
groups in this present study. I have been unable to 
account for this deviation in terms of physiology be- 
cause of the similarity in foods and manner of living 
of these two species within the same family. The gall 
bladder is relatively small but bulbous. The common 
duct is short, measuring one and a quarter inches, 
and empties into the duodenum about an inch and a 
quarter from the pylorus. 


ORDER ARTIODACTYLA 
Family Suidae 


Fig. 11. Phacochoerus africanus aeliani Cretzschmar 
(the common East African wart hog). 


One specimen of this wild evil-looking hog with its 
two protruding tusks was examined. The gall bladder 
of this single animal “Anthiopicus massaicus” meas- 
ured two inches in length and terminated in a straight 
cystic duct one inch long. It joined a common hepatic 
duct formed by the junction of two branched hepatic 
ducts to make the choledochus which measured one 
inch in length and entered the duodenum three-fourths 
of an inch from the pylorus. This is the only animal 
in the order Artiodactyla whose bile enters the intes- 
tine close to the pylorus as in the Carnivora. This 
may be accounted for by the fact that it is the only 
one of the Artiodactyla that is carnivorous. 
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Family Bovidae 

Fig. 12. Syncerus caffer radcliffei 
Thomas (common buffalo of British 
East Africa). 

Two specimens of this large and 
very savage animal were killed. Web- 
ster states it is one of the most dan- 
gerous animals in Africa. The biliary 
tract resembles that of the common domestic cow. The 
gall bladder is large, measuring ten inches in length. 
The cystic duct is straight and four inches in length. It 
joins a many-branched right and left hepatic duct at 
a common site to form a very thick and short choled- 
ochus two inches in length. The latter enters the 
intestine thirty-two inches from the pylorus, the same 
average distance from the pylorus as in the domestic 
cow. The buffalo, though savage when angered, is of 
course herbivorous, and belongs in the same group of 
Bovidae with cattle, sheep, and goats. 


Fig. 13. Alcelaphus cokii kongoni Heller (one of the 
East African subspecies of hartebeest). 

Six specimens of this large antelope, described as 
“Bubalis cokei” by Doctor Pope, were killed. This 
species formerly inhabited almost all of Africa, but 
is now almost extinct (Webster). The gall bladder 
measured five inches in length, the cystic duct four. 
The latter was straight and joined a common hepatic 
duct at a right angle to form the choledochus. The 
latter averaged seven inches in length and entered the 
intestine eighteen inches from the pylorus. 


Fig. 14. Damaliscus jimela Matschie (the topi of 
East Africa). 

Five specimens of this large antelope were secured. 
The gall bladder was long and slender, measuring five 
inches in length and terminating in a wide funnel- 
shaped cystic duct three inches long. Branched right 
and left hepatic ducts joined the cystic at the same 
site, and the three ducts thus joined formed the 
choledochus which measured four inches in length. 
The latter entered the intestine sixteen inches from 
the pylorus. 


Wildebeest 
Cannvchetes elboyubotas _ 






sic 


Domelisous Corrigum ymels . 






T Specimens 









Gall blodder 


CALIFORNIA AND WESTERN MEDICINE 


Buffalo « 
Bes caffer radclffed - 





Gall bladd er 


Fig. fe 





Gall bladder 








Vol. XXX, No. 5 





Hartebeesr— 
Bubalis coker. 








QR Specimens _ G Specimens 


Gall bladaee 





Fig. 13 


Fig. 15. Connochaetes albojubatus 
mearnsi Heller (one of the East 
African races of wildebeest). 
Eight specimens of this rather large antelope were 
obtained. The gall bladder measured six inches in 
length and terminated in a short (two inches) and 
almost straight cystic duct. The latter entered a bul- 
bous common hepatic duct to form a very wide choled- 
ochus six inches in length. The latter entered the 
intestine eighteen inches from the pylorus. 


Fig. 16. Raphicerus campestris neumanni Matschie 
(the steinbok of East Africa). 
This small ante- 
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tered the duodenum at a sharp angle five inches from 
the pylorus. 


Fig. 17. Rhynchotragus kirkii cavendishi Thomas 
(a race of “dik-dik” from British East Africa). 

Two specimens of this small antelope had gall blad- 
ders measuring two inches in length with a rather 
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long, slender cystic duct which joined a single hepatic 
duct to form the choledochus. The latter measured 
three inches in length and entered the intestine six 
inches from the pylorus. 

Fig. 18. Kobus defassa nzoiae Matschie (a race of 
water buck from British East Africa). 

Doctor Pope described this animal under the name 
of “defassa ugandae” in the two specimens that he 
secured. This antelope had a fairly large gall bladder 
which measured five inches in length. The cystic duct 
was straight and two inches in length. It joined two 
branching hepatic ducts at a common site to form 
a large choledochus five inches in length. The latter 
emptied into the intestine twelve inches from the 
pylorus. 


Fig. 19. Aepyceros melampus suara Matschie (im- 
palla of British East Africa). 

Three specimens of this large antelope, the male of 
which has ringed horns, were secured. The gall blad- 
der was rather long and slender, measuring five inches 
in length. The cystic duct was rather bluntly kinked 
in a Z-shaped manner at its distal end near the gall 
bladder but straight in the remaining two inches of its 
length. A common hepatic duct joined it to form a 
short choledochus two inches in length. The latter 
entered the duodenum six inches from the pylorus. 


Fig. 20. Gazella granti robertsi Thomas (one of the 
gazelles of British East Africa). 

Five specimens of Thomas’ (Thomson’s) gazelle 
were secured. The gall bladder was small, measuring 
two inches in length. The cystic duct was slightly 
curved and one and a half inches long. It joined a 
long, slender common hepatic duct to form the choled- 
ochus three inches in length which latter emptied 
into the intestine seven inches from the pylorus. 
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Fig. 21. Gazella robertsi Grant. 

Four specimens of Grant’s gazelle 
were obtained, and though these 
two animals belong in the same 
group, their biliary apparatus differs 
considerably. The gall bladder in all four of the 
Grant’s gazelles was more or less bilobed. The cystic 
duct was long, measuring four inches, while the gall 
bladder was but three inches. A rather short common 
hepatic duct joined the cystic to form a choledochus 
three inches in length, but the latter emptied into the 
intestine sixteen inches from the pylorus, whereas 
in Thomson’s gazelle it emptied seven inches away. 
Grant’s gazelle is somewhat larger than Thomson’s, 


but scarcely enough to account for this difference in 
measurements. 


Fig. 22. Taurotragus oryx pattersonianus Lydekker 
(the eland of British East Africa). 


Three specimens of this largest of the African ante- 
lopes were secured. The males stand six feet in height 
and sometimes weigh over sixteen hundred pounds. 
This species has been almost exterminated. The gall 
bladders measured eight inches in length and termi- 
nated in a short, two-inch cystic duct. The latter 
joined a long, common hepatic duct to form a short, 
three-inch choledochus which entered the intestine at 
a sharp angle sixteen inches from the pylorus. 


ORDER PERISSODACTYLA 
Family Equidae 


Fig. 23. Equus quagga granti de Winton (the com- 
mon zebra of British East Africa). 

Doctor Pope described six specimens of this zebra 
under the name of “burchelli” grantii. As in the horse, 
ass, mule, alpaca, guanaco, and others of this tribe, 
the zebra normally does not possess a gall bladder. 
The duodenum is adherent to the undersurface of the 
liver, and bile enters the duodenum directly through 
a large, many-branched common 
hepatic duct six inches long. The 
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ORDER HYRACOIDEA 


Family Procaviidae 


Fig. 24. Procavia macknideri zelotes 
Osgood (the common hyrax of East 
Africa). 

Two specimens of this small, 
timid rock rabbit were secured. 
This little animal is thick-set, with 
short legs, and possesses a peculiar 
prominent gland on the back whose function is not 
known. In one of the two specimens secured by 
Doctor Pope the bile ducts were filled with liver flukes. 

The hyrax, as reported by Owen, Macalister, and 
others, possesses a single gall bladder with two lateral 
pouches and a single cystic duct.- The hyrax described 
by Doctor Pope possessed a gall bladder which seemed 
to represent a simple dilatation of the common hepatic 
duct at the juncture of its four hepatic ducts, a dilata- 
tion measuring one-half an inch in diameter. From 
this dilatation a single cystic duct emerged, ran a dis- 
tance of three-fourths of an inch to empty into the 
duodenum three-fourths of an inch from the pylorus. 
It is possible that the “lateral pouches” described by 
other writers were simple hepatic ducts rather than 
diverticuli of a true gall bladder. The description of 
the gall bladder in Doctor Pope’s two specimens is 
not clear, however, nor is it possible to interpret his 
drawing with certainty. 


ORDER RATITAE 
Family Struthionidae 


Fig. 5. Struthio camelus massaicus Neuman (‘“Mas- 
sai ostrich” of East Africa). 

The camelus ostrich examined by Doctor Pope lives 
in northeastern Africa, and is the largest existing bird 
known to man (Webster). It attains a height of six 
to eight feet and often weighs three hundred pounds. 

The ostrich does not possess a gall bladder. Four 
hepatic ducts terminated in a common hepatic duct in 
the single specimen examined. The common hepatic 
duct measured six inches in length and emptied into 
the duodenum very close to the pylorus (one and a 
half inches). Owen states that another hepatic duct 
empties into the pancreatic duct and the two enter 
the duodenum together. Doctor Pope did not find 
this second hepatic duct. 


ORDER CICONIIFORMES 
Family Ciconiidae 

Fig. 26. Leptoptilos crumeniferus Lesson (marabou 
stork). 

There are six members of the stork family, the 
marabou being one of the smallest. One specimen 
was secured by Doctor Pope. The gall bladder was 
small, being one and a quarter inches in length. The 
cystic duct was very short and straight and joined a 
single hepatic duct to form the choledochus which 
measured two inches in length. The choledochus emp- 
tied its bile into the ifitestme thirty-two inches from 
the pylorus. 

COM MENT 


Doctor Pope’s study of the biliary apparatus in 
various African animals and birds emphasizes 
three points, it seems to me; (1) The marked 
variations in the size and shape of the gall blad- 
ders in the same and different species; (2) the 
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irregular arrangement of the duct systems; and 
(3) the great variability in the site of bile entrance 
into the intestine. The latter point seems to me 
the most important contribution of this study. 


Although the gall bladders of the animals dif- 


fered in size and shape the variations within the 
same species were not marked. Halpert noted 
bilobed gall bladders in the two lions which he 
examined, but single vesicles alone were found in 
the thirty specimens dissected by Doctor Pope. 
Halpert also found the gall bladder almost entirely 
embedded in the monkey (Macacus rhesus), but 
the gall bladders hung freely suspended from the 
liver in the two monkeys (Sykes) described by 
Doctor Pope. 


Pathologic changes were found in the gall blad- 
ders of two of the animals /dissected. The bile 
ducts in one of the two rock rabbits (Hyrax) 
were filled with liver flukes, and the gall bladder 
of one of the three elands showed chronic chole- 
cystitis with atrophy, and a tapeworm in the bile 
ducts. 


The duct arrangements were variable, but did 
not differ materially from the meager descriptions 
found in the literature other than those noted in 
the rock rabbit and ostrich. Doctor Pope gave 
original descriptions of the curves and kinks found 
in the cystic duct in the hyena, cheeta, lion, 
monkey, and impalla. These sharp angulations are 
similar to some found in the human, but are more 
marked. No one has satisfactorily accounted for 
these peculiar “kinks” in the human nor have our 
studies in comparative anatomy helped us. The 
hyena, cheeta, and lion are carnivorous, but the 
monkey is a Primate and the impalla an Artio- 
dactyla, and both of these animals are herbivorous. 

In many animals described by Owen, Macalister, 
and others, there are true hepatic ducts which 
carry liver bile from the liver to the intestine 
directly without entering the gall bladder. These 
hepatic ducts were not found in any of the ani- 
mals described by Doctor Pope except in those 
animals normally devoid of a gall bladder. 

The notes on the site of bile entrance into the 
intestine are some of the most interesting data 
assembled. Mann, Brimhall and Foster, Owen, 
Macalister, and others have described the varia- 
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tions in the site of the ampulla in many domestic 
and a few wild animals. No one, however, has 
classified these animals, in this relation. When 

















: TABLE 1 
Carnivora Measurements 
(Inches) 
Gb. Cc. D. A 
Family Canidae 
etic EE ee ee 3 3 1.5 
a Ree 1 5 75 
Family Mustelidae 
I I ooo 2 3 3 
Family Viverridae 
Ns eae 7 ms | ¥ 
Family ennnene 
IN naae hc tcsanchvnoknscsaschci 6 10 5 
Sener "Felidae 
Cheeta. ........... 3 3 3 
a er ee 3 4 
ES LE DESERET TES le 4 3 
Primates 
Family Lasiopygidae 
MI rs aca cas cadenecaseiavocves devin ae 3 3 
I as ce ies 1 : 1.5 
Artiodactyla 
Family Suidae 
NE ce nbc sith ca tcasacncosntns oe 1 -75 
Family Bovidae 
Buffalo ....... . 10 2 32 
Hartebeest ae 7 18 
Topi ... -- » 4 16 
Wildebeost™ S © 6 18 
Steinbok  .......... a 4 5 
TIUMEE wesecccensne- 2 3 6 
Waterbuck ..... oe 5 12 
— 2 6 
Gazelle (Thompson 2 3 7 
Gazelle (Grant) .... a 3 16 
Eland a 3 16 
Perissodactyla 
Family Equidae 
es sin Jandcanesssieeimesotivee 0 0 6 
Hyracoidae 
Family Procavidae 
MEO secinncs esa 1 7 7 
Ratitae 
Family nenaNS 
Ostrich _ ...... sae cceiasceceesecNncoaae! Sa 0 1.5 
Ciconiiformes . 
Family Ciconiidae 
RIES « cotieissg basen dcesnarseptgicutieecaanedeoncconncex 1 2 32 


this is done a significant fact becomes evident. In 
all of the Carnivora described by Doctor Pope the 
common duct emptied its bile into the duodenum 
very close to the pylorus, from three-fourths to 
five inches. In all of the Artiodactyla, with the 
exception of the wart hog, the ampulla lay a great 
distance from the pylorus, from six to thirty-two 
inches. There must be a reason for this great dif- 
ference in the site of bile entrance into the intes- 
tine. If all of the Carnivora have bile entering the 
intestine close to the pylorus, and all of the Her- 
bivora have bile emptying far away from the 
pylorus, it would seem that food and digestive 
requirements must be a factor. This fact is essen- 
tially true. It is established in this present study 
of wild animals, and is substantiated in previous 
observations in domestic animals. There are a few 
exceptions to this general rule, but they are satis- 
factorily accounted for by the habits of these 
animals. 

Other writers have called attention to this possi- 
bility in relation to the presence and absence of 
the gall bladder in various animals (C. H. Mayo, 
Mann, Sweet, etc.). It is difficult to account for 
the presence or absence of a gall bladder on this 
basis, for some animals in the same species have 
a gall bladder and others have not. The camel, 
giraffe, and elephant normally possess gall blad- 
ders, whereas the two- and three- toed sloth, ani- 
mals in closely related species, normally are with- 
out. This same difficulty, of course, applies to our 
own supposition that bile enters the intestine close 
to the pylorus in meat eaters and far away in leaf 
eaters, and yet the comparison is not quite the 
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same. At least the theory seems plausible, and the 
facts assembled favor this assumption. 
516 Sutter Street. 
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DISCUSSION 


Wattace I. Terry, M. D. (384 Post Street, San 
Francisco).—Doctor Mentzer has made an important 
contribution to the comparative anatomy of the gall 
bladder and bile ducts, and it is to be hoped that he 
will at some future time assemble all his data on this 
subject, both as regards man and the lower animals, 
into book form. The late Doctor Pope possessed a 
true scientific spirit, and one could always trust the 
accuracy of his observations. In commenting on his 
drawings shortly after returning from Africa, he sug- 
gested that the very long biliary ducts of the hyena 
might be necessary to accommodate themselves to a 
sagging duodenum after eating excessive amounts of 
food. Both the hyena and the lion gorge themselves 
whenever they have the opportunity, according to the 
testimony of many African travelers, and it would 
seem reasonable to suppose that a great drag on the 
biliary ducts would be prevented by an excess length 
of them. 

Doctor Mentzer’s remarks about the varying dis- 
tance of the ampulla from the pylorus in the Carnivora 
and in the Herbivora are of much interest, and his 
deductions seem to be based on good reasoning. 
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DREN TREATMENT* 
By WitutiaM W. BeEtForp, M. D. 
San Diego 


Discussion by Lloyd B. Dickey, M.D., San Francisco; 
J. Marion Read, M.D., San Francisco; Edward S. 
Babcock, M. D., Sacramento. 


UCH has been written about rheumatic heart 

disease. It is not possible to do more than 
review the outstanding points of the treatment of 
this disease when it occurs in children. Certain 
things about rheumatic fever are to be remem- 
bered, however, in treating one of its complica- 
tions—the damaged heart. The organism of the 
disease has not been proven. We do know there 
is very close relationship between acute nose and 
throat infections and the onset of rheumatic fever. 


In a group of children having rheumatic fever 
before the age of ten years, Mackie found 90 per 
cent had recurrences of the disease. Something 

* Read before the General Medicine Section of the Cali- 


fornia Medical Association at its Fifty-Seventh Annual 
Session, April 30 to May 3, 1928. 
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like 90 per cent of children show signs of myo- 
cardial damage to some degree with the first at- 
tack of rheumatic fever. 


THE MYOCARDIUM 


In children, as in adults, the ability of the myo- 
cardium to perform its normal function, to main- 
tain an adequate normal circulation, is far more 
important than the change that may take place in 
the valves. The exercise and activity of well chil- 
dren is very often at, or close to, their maximum 
physical capacity, whereas an adult seldom has 
need to exert himself to this degree. So the nor- 
mal activity and demands on the heart are con- 
sidered to be far greater in children than in the 
adult. Obviously, the need of control of the pa- 
tient is greater. The picture of acute heart failure 
or marked decompensation is very similar to that 
in the adult. There are two striking differences 
that play a large part in our care and prevention 
of heart disease in children: first, the acute-heart 
stage is accompanied by fever; second, differ- 
ence is the infrequency of the absolute irregulari- 
ties of the heart rhythm, auricular fibrillation in 
particular. 

PREVENTIVE TREATMENT 


In the treatment of rheumatic heart disease 
there are two phases: one is its prevention, and 
the other is the care after the heart infection be- 
comes evident. Prevention is a broad field, and is 
not in these conditions getting the attention which 
the disease, with its great crippling power, is en- 
titled to receive. When we realize that the vague 
symptoms of rheumatic fever are often ignored, or 
all too often not recognized by parents or teachers, 
and sometimes not by doctors, we can see where 
prevention plays a part. The ignored growing 
pains, the aching joint that shows little on exami- 
nation, and the easy fatigue of apparently well 
children, all may be the first signs of rheumatic 
fever. The symptoms when at all marked can 
hardly be missed, and the mistake is not realized 
until the heart symptoms appear. This many- 
sided, many-symptomed disease gets no, or all too 
little, consideration from many teachers, parents, 
and doctors. With increased attention to heart 
disease and its exciting and predisposing causes, 
a decrease in the number of crippled children and 
adults should be possible. Such has been true of 
the fight against tuberculosis. 


SPECIAL TREATMENT 


Treatment depends on the individual patient. 
In the acute case, absolute bed rest is to be en- 
forced promptly, and as long as there is any fever. 
This means, of course, attention to all the possible 
exertions children may attempt. They should have 
everything done for them, even though many at- 
tempt to do for themselves. Adequate rest and 
sleep are to be obtained. The precordium is quite 
often painful, even when the signs of pericarditis 
are not found. An ice bag over the precordium 
may give subjective relief, but should be removed 
if it causes distress. Morphin and codein can be 
used safely, but one should use enough to provide 
relief. The sedatives, such as bromids, chloral, 
and various others of similar nature, may be 
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used to induce sleep. The diet in this acute stage 
should be liquid, of course—milk and fruit juices. 
Cereals may be added in less severe stages. Care- 
ful attention is given to bowel action, so that no 
exertion with the evacuation becomes necessary. 
These patients often assume queer positions in 
bed to provide the most comfort, even though such 
positions may hamper circulation. They have a 
severely inflamed heart muscle. The absolute rest 
for the acute poliomyelitis patients is rather gen- 
erally recognized. To obtain such, the orthopedist 
puts his patients in rigid casts, and regardless of 
pain or pleading keeps the casts on the patients. 
We could well use some sort of a cast to great 
benefit in these heart patients, for the need of rest 
is just as great. The heart muscle has no more 
recovery power than nervous tissue. The nar- 
cotics and sedatives are used to quiet the pain and 
provide rest. The careful nursing attention is for 
the same purpose. The light diet is aimed to bring 
about a minimum gastro-intestinal exertion and 
resultant demand on the circulation. 


Rheumatic heart disease is not amenable to 
drugs, although in the acute stage, drugs help to 
control acute symptoms. Digitalis is contraindi- 
cated in the presence of fever. It is needed very 
infrequently, and is limited to cases of decom- 
pensation that come without fever, and to a few 
cases of auricular fibrillation. Regardless of the 
heart rate, digitalis will not cause a slowing of 
pulse rate in these cases. The heart muscle is dam- 
aged, and the damaged muscle is not able to de- 
liver its quota of work. The normal muscle that 
is left is working beyond its capacity, and to add 
to this load is most unwise. Digitalis does add 
to this load, hence the contraindication. When 
given, though, one should give adequate dosage, 
for these children usually need about 50 per cent 
more than an adult, pound for pound. When nar- 
cotics are used, one should give a dose large 
enough to show results, and sometimes this, too, 
is much larger than one may think. Mouth medi- 
cation is preferred, and can be used in all children 
except those with the most marked decompensa- 
tion. The added pain and fright often associated 
with hypodermic medication is always to be re- 
membered. The morphin and codein are given to 
relieve pain, to ease off the distress and anguish 
of the severe dyspnea, to dull the mental processes 
so that the patient has need of no more cardiac 
action than is necessary to carry on life. The pain 
and distress and work of breathing, such as these 
patients have, all add to the already overworked 
heart. The effort should be to step in and try to 
break this vicious circle by producing as much 
rest—cardiac rest—as is possible. The salicylates 
provide symptomatic relief for the arthritis, and 
cause a reduction of temperature, but have no spe- 
cific action on the diseased heart. There may be 
no fever in these heart patients when the salicy- 
lates are used constantly; so there should be ten 
days or two weeks without medication before con- 
sidering these cases afebrile. 

IMPORTANCE OF REST 


Sometimes these cases have fever, a leukocy- 
tosis, and all the signs of infection, for many 
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weeks or months. It is most imperative to keep 
such patients at complete rest, and to cause as 
little exertion as possible, for the process is yet 
active, and probably progressing in the myocar- 
dium. Complete rest is to be continued as long 
as there is any disease activity. The inflamed 
heart muscle needs its cast, if one may speak of 
rest in such manner, for that is exactly the reason 


rest plays such a large part in the care of these 
children. 


As soon as food can be increased; it is wise to 
give generous and as complete a diet as is possible. 
Everything is to be done to increase the body 
nutrition and overcome the anemia that is ever 
present. If a patient can be made to gain weight 
steadily, it is permissible to feel that the infection 
is being combated successfully. The loss in weight 
nearly always means poor resistance or progress- 
ing infection. The nursing care is intended to pro- 
vide the best possible hygiene. These patients do 
strikingly well in fresh air and out of doors 
on protected porches, even in moderately cold 
weather. The necessity of preventing more infec- 
tion by undue exposure is obvious. 


There comes a time when the fever passes, and 
the pulse begins to approach normal, and the res- 
piratory rate is normal. Then the convalescent 
care may begin. As soon as the acute phase has 
passed, the various foci of infection should be 
removed. It is wise to be sure that the patient is 
recovering before the removal of tonsils and ade- 
noids is advised, or before teeth are extracted, or 
before sinus treatment begins. At times this is 
hard to determine. 


The one aim of care after the acute break is to 
build up the body resistance so that no further 
damage to the heart may take place through either 
the lighting up of a latent focus or a new infec- 
tion. The chances of recurrence are great, given 
as 90 per cent by one observer, and of course each 
recurrence means more heart damage. 


This building up of resistance is done by means 
of suitable food, sufficient and adequate rest, fresh 
air, and sunshine. The need of rest continues, 
and progress of the patient may be expected to 
be slow, all too often, until we have some sure 
means of discovering that the infection has passed 
entirely. Patients have been observed under regu- 
lar examination to develop the signs of mitral 
stenosis as long as five years after the acute stage 
of the heart infection had passed, and with no 
recognized infection or decompensation in the 
long interval. In the modern care of tuberculosis, 
rest is one of the mainstays. No one doubts the 
meaning of the term nor its value. Exactly the 

same purpose is to be kept in mind in caring for 
these convalescent heart cases. No one worries 
about a year’s rest in bed for a tuberculosis pa- 
tient; and the lung lesion may be rather small. 
Nor should one be hurried into allowing heart 
cases to increase their activity, With children it 
may be necessary to use restraining jackets to 
keep them quiet in bed, when they feel so well. 
The time is always well spent in selling the idea 
of rest to the parents, The growth and develop- 
ment of these children will continue if the food 
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is adequate. They are remarkably adaptable pa- 
tients to their environment, but the arranging of 
the environment must not be left entirely to them. 


DIET 


The diet should be adequate in all the essentials. 
Anemia is common and often severe, and needs 
special attention. The diet is to contain adequate 
protein, which is most essential for body growth. 
Meat does no harm in these cases. The vitamins 
in the fresh meats, eggs, fruits, and in the vege- 
tables are most essential. Those found in the best 
grades of cod-liver oil are desirable, for they play 
a part in growth stimulation, in calcium metabo- 
lism, and in resistance to infection. Cod-liver oil 
is a food, a part of the normal diet of the well 
child, and accordingly all the more necessary in 
the dietary of the ‘sick child especially prone to 
a chronic infection. The factors in the diet that 
play the largest part in the overcoming of anemia 
are the protein, especially those that contain iron, 
the green leafy vegetables, and adequate vitamins. 
These rheumatic children will eat remarkably well 
if the food is made attractive, tasty, and is not 
always the same. It is really surprising to see 
these children eat as much as they do when lying 
absolutely flat on their backs, week in and week 
out. Sun baths are a great iat 

EXERCISE 

There are many ways of increasing the activity. 
-assive motion of the extremities in bed is given 
when a child is not moving the extremities rather 
actively himself. As he improves, his toys or 
books may be given him for increasing intervals 
each day, when he is lying in bed. In due time he 
s allowed to sit up in bed, and the time interval 
increased as the condition of the circulation per- 
mits. Then he is out in a chair, later takes a few 
steps, and gradually increases his range. It is best 
to keep these children on the level terrain; no 
steps up or down, as going to the outdoors, or 
downstairs, unless they are carried. The up and 
down hill takes extra energy, and means often 
too much exertion. If the cardiac injury has 
been great, the myocardium much destroyed, the 
process of getting up and about again has to be 
very slow. Why is this? The hypertrophy that 
is so often a part of the picture comes in response 
to the demand for more heart work, and is met by 
the uninjured fibers of the myocardium, and not 
by the ones damaged by the rheumatic infection. 
We should take plenty of time in getting these 
children up, so that the heart may be gradually 
trained to the load. 

FOCAL INFECTIONS 

Usually the foci of infection have been attacked 
before the full amount of activity permissible has 
been worked out. With each focus removed, a 
few days or longer in bed are desirable. The ton- 
sils and adenoids are nearly always infected in 
these cases, and if present should be removed. 
They are best out, in the interest of protection 
from further damage. The decision of when to 
remove the foci is many times dithcult, and no 
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rule applies, for each case has to be judged in- 
dividually. 


REGIMEN AFTER COMPENSATION 


Even when compensation is restored, the car- 
diac reserve determined, and the amount of exer- 
cise a patient may undergo decided upon, the 
physician’s care and observation must continue. 
The work or school life must be observed, that 
it is not too much of a load. All too often we 
make mistakes and assign too much liberty of 
exertion to a patient, and discover, if we are keep- 
ing in touch with him, that he is tiring easily, is 
obviously overdoing, on the amount of exercise 
that was permitted him. The reason is obvious. 
Either we were too generous in his allowance, and 
he did it well until his heart began to labor under 
the overload, light as it may have been, or a new 
infection has come upon him. Each new exertion 
allowed has to be added to the total already in 
use. The result depends on the cardiac reserve. 
If it is not too much the signs of failure do not 
appear. If it is too much, the weariness, fast pulse, 
the shortness of breath, appear in a short time. 
Exertion to the extent of fatigue must be avoided. 
The heart patient must learn to live within his 
limits, which with good care can be rather wide. 
The appearance of any infection, such as a cold 
or a contagious disease, demands absolute rest for 
some days or weeks longer than would be the case 
otherwise. New foci of disease must be removed 
as they may be found, in the course of the periodic 
examinations. The weight curve often gives con- 
siderable warning. It is preferred that these chil- 
dren be ahead of the average weight, certainly 
gaining steadily, and of the best possible nutri- 
tion. A loss in weight often precedes the other 
signs of more infection. The patient is put to 
bed until the cause is found, is removed, and the 
weight curve starts upward again. 


SUMMARY 


The treatment of heart disease consists of ade- 
quate rest—of prolonged and complete rest, as the 
most important essential. The importance of a 
well-balanced dietary is considered. Drugs play a 
very small role. The foci of infection are to be 
removed when conditions permit. The need of 
prolonged regulation of activity cannot be stressed 
too much. 

611 Medico-Dental Building. 


DISCUSSION 


Lioyp B. Dickey, M. D. (Stanford University Hos- 
pital, San Francisco).—Very little can be added to 
Doctor Belford’s discussion of the treatment of rheu- 
matic heart disease in children, chiefly because he em- 
phasizes prolonged and complete rest, and later the 
restriction of activity. The factor of rest in children 
with heart disease is much more important than in 
adults, because of the factor of growth in the former. 
While it is more important, this conservative type of 
therapy is much more difficult to apply successfully 
in children because there may be lack of codperation 
from the patient. Among our clinic patients at Stan- 
ford we endeavor to remove the child from the home 
environment during the period of bed rest. The most 
ideal place would be in a convalescent home for 
patients with this type of disease. Here supervision 
would be in the hands of understanding people, sym- 
pathetic, yet not prone to pampering. If the stay of 
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the patient might be prolonged into the period of re- 
stricted activity, or of graduated exercise, so much the 
better. Unfortunately such institutions are not avail- 
able to the extent desired. 


Doctor Belford has rightly stressed the importance 
of changes in the myocardium rather than changes in 
the valves, following rheumatic fever. We have not 
recently analyzed carefully our cases of rheumatic 
heart disease in children at Stanford Children’s Clinic, 
but the percentage of those showing myocardial dam- 
age would probably be about that stated by Doctor 
Belford. Possibly the incidence of patients showing 
subsequent valvular disease, following rheumatic fever, 
would be considerably less than 90 per cent. 


We occasionally see children who develop the symp- 
toms of acute chorea following acute rheumatic fever, 
with or without valvular disease. Almost certainly 
chorea develops in these patients more frequently 
when proper rest has not been initiated early in the 
treatment. ra 


J. Marion Reap, M.D. (490 Post Street, San Fran- 
cisco).—The focusing of our attention upon rheu- 
matic heart disease in children is commendable, for 
it is largely a disease of the first two decades. The 
conjoined campaign of the American Heart Asso- 
ciation and the Tuberculosis Association, recently 
launched in the hope of reducing the high mortality 
rate from heart disease, is aimed, at the outset, against 
rheumatic heart disease, since it is undoubtedly of in- 
fectious origin although the nature of the invading 
organism remains a mystery. 


Childhood, besides suffering a greater incidence, 
also suffers more widespread damage with which the 
power of compensation, still unexpended in youth, 
seems unable to cope in many cases. The queer posi- 
tions Doctor Belford refers to are assumed in most 
instances because of adhesions between the parietal 
pericardium and the pleura, chest wall, or mediasti- 
num. This fact should drive home the truth that rheu- 
matic heart disease causes a pancarditis and not just 
endocardial damage. The outcome of any case de- 
pends upon the extent of myocardial damage since it 
is only this structure which can compensate for the 
valvular insufficiencies. Hence the long period of bed 
rest and gradual return to activity are well stressed 
in this paper. 

I like Doctor Belford’s broad ideas of therapy and 
diet and agree with him that digitalis is of no avail 
here. However, I must take exception to the state- 
ment that this drug is “contraindicated in the pres- 
ence of fever” and that it adds to the load on the 
heart muscle. It should not be given in rheumatic 
heart disease because the two indications for it—de- 
compensation or auricular fibrillation—are not present. 
Fever is no contraindication to the exhibition of digi- 
talis if either or both of the two accepted indications 
are present. 

Co 


Epwarp S. Bascocx, M.D. (1127 Eleventh Street, 
Sacramento).—In considering the treatment of rheu- 
matic heart disease, two distinct conditions must be 
borne in mind. The first is a systemic rheumatic in- 
fection of questionable etiology, and the second is a 
damaged heart. Rest, as so emphatically pointed out 
in Doctor Belford’s paper, is the one important factor 
as far as the heart is concerned. 

The treatment of the rheumatic infection is often 
most discouraging. Intravenous arsenicals have been 
tried. Their value is very questionable. I have had 
no experience with vaccines or convalescent serum. 
The specificity of the salicylates is a matter of con- 
troversy. I routinely put the rheumatic child in bed, 
force fluids, and give 10 to 15 grains of aspirin every 
four hours at the very onset of each rheumatic symp- 
tom or upper respiratory tract infection, and am cer- 
tain that many recurrences have been aborted in this 
way. Acetylsalicylic acid causes less nausea and is 
probably preferable to sodium salicylate. 

It is surprising how well operations on the nose and 
throat are borne by these children, even though the 
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cardiac damage is most severe, and I agree heartily 
with Doctor Belford that the tonsils should always 
be removed when the acute phase is passed. It is also 
most important to investigate the paranasal sinuses 
and teeth. An innocent-appearing tonsil may contain 
pus in its depths, and an innocent-appearing nose may 
shelter an infected antrum. 


VARICOSE VEINS—THEIR CHEMICAL 
OBLITERATION* 


By Joun Homer Wootsey, M. D. 
AND 


RAYMUND J. MiLuzner, M. D. 
Saw Francisco 


Discussion by Thomas O. Burger, M. D., San Diego; 
Horace F. Pierce, M.D., Santa Barbara. 


"THE obliteration of varicose veins by the injec- 

tion of chemical irritants is by no means a new 
procedure. It is, however, only now beginning to 
receive the recognition and popularity it deserves. 
The credit of popularizing the method belongs to 
the French workers in the field, especially Sicard 
and Genevrier. 


TESTS PRELIMINARY TO TREATMENT 


There are three important tests that should be 
carried out before treatment is instituted. 


1. The first, or Trendelenburg test, is to deter- 
mine if the valves function and the location of 
the reflow of blood. This test is performed by 
elevating the leg, emptying the superficial venous 
system, placing a tourniquet sufficiently tight to 
compress the internal saphenous vein in the mid- 
thigh region, and then lowering the leg to see if 
the veins remain collapsed. If they do remain col- 
lapsed, then the reflow comes directly from the 
internal saphenous vein at its normal junction with 
the femoral vein in Scarpa’s triangle. If, when 
the tourniquet is still in place, this vein and its 
tributaries fill, then the reflow is from some other 
connection with the deep venous system. Such a 
direct connection occasionally exists between the 
internal saphenous vein and the femoral vein a 
short distance above the knee. Consequently, in 
case of reflow, the test is reapplied with the 
tourniquet below the point where the internal 
saphenous vein and femoral vein may join, that 
is, just above the knee. If necessary the test is 
then repeated with the tourniquet just below the 
knee to determine the possible association of the 
external saphenous vein with the varicosities. 

2. The second, or Homan’s test, is to determine 
if the valves of the connecting veins function. 
This test is performed by elevating the leg, empty- 
ing the superficial venous system, and then apply- 
ing the tourniquet below the level of the junction 
of the external saphenous vein and the popliteal 
vein. The leg is lowered and the time necessary 
for refill noted. If the varicosities fill within forty- 
five seconds, it indicates that there is a reflow of 
blood from the deeper venous set through the 
connecting veins into the superficial venous set. 





* From the Department of Surgery, University of Cali- 
fornia Medical School. 


* Presented at the Nevada State Medical Association 
Meeting, September 21, 1928. 
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3. The third, or Mayo test, is to determine the 
efficiency of the deeper set of veins. This test is 
carried out by elevating the leg, bandaging from 
the foot to just above the knee, and having the 
patient walk briskly about for ten minutes. The 
bandage should be elastic and applied sufficiently 
tight to collapse the varicosities. Deficiency of the 
deep venous circulation is evidenced by the occur- 
rence of cramps in the leg, with or without “pins 
and needles” sensations in the toes. In case of 
doubt as to the result of this test, the patient is 
asked to wear the bandage for twelve to twenty- 
four hours. ; 


ADVANTAGES OF THE INJECTION METHOD 


The injection method has several decided advan- 
tages over surgery. It is simple and practically 
painless. It does not incapacitate the patient from 
any of his daily duties. It avoids the scars which 
after operation may seem more disfiguring and 
annoying to the patient than the varicosities. As 
a result, many patients who would refuse opera- 
tion will consent to the treatment, thus saving 
themselves the loss of efficiency and the discom- 
fort from their varicosities and avoiding the ever 
present possibility of future ulceration or phlebitis. 

The basic principle of the chemical treatment 
is to damage the intima of the vein wall and thus 
produce thrombosis. Various solutions have been 
advised and are employed. 


SOLUTIONS USED 


Sodium Salicylate Solution—Sodium salicylate 
in 20 per cent solution has given us our best re- 
sults. We inject 5 cubic centimeters at a time. 
The obliteration following injection has varied 
from 2 to 25 centimeters, but averages about 10 
centimeters. We have had no sloughs of the sub- 
cutaneous tissues and only an occasional small 
skin slough following leakage of this solution at 
the site of injection. As a rule there is a brief 
burning pain, which begins near the end of the in- 
jection and lasts from one to two minutes. This is 
sometimes accompanied by very transient cramps 
of the local leg muscles. Stronger solutions, such 
as 30 and 40 per cent, have not given better re- 
sults and have usually caused very severe burning 
and cramping. 

Quinin Urethan Solution.— We also use the 
quinin dihydrochlorid and urethan solution recom- 
mended by Genevrier. This solution contains 0.4 
gram quinin dihydrochlorid and 0.2 gram ure- 
than in each 3 cubic centimeters of water. It 
gives quite extensive thromboses which are, how- 
ever, often accompanied by a moderately severe 
perivenous reaction. In several cases the injec- 
tion of 2 cubic centimeters of this solution into a 
varicosity near the ankle has given thromboses 
extending as far as the upper thigh. With this 
solution there is more danger of skin sloughs or 
even ulceration following the injection of very 
superficial varicosities or following even slight 
perivenous leakage. We confine its use almost 
entirely to cases that have not responded well to 
sodium salicylate or to the treatment of very large 
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individual varicosities. The injection of this solu- 
tion is usually entirely painless. 


TECHNIQUE OF INJECTION PROCEDURES 


The technique of injection is quite simple. The 
choice of a dependent or recumbent position of 
the leg depends on the size of the varicosities. 
Small varicosities are injected with greater ease 
with the leg dependent. Larger ones are prefer- 
ably injected with the leg either recumbent or 
semirecumbent, since this permits having the vein 
less distended and also tends to obviate the leak- 
age about the needle which may occur with a 
greatly distended vein. We prefer a 10 cubic 
centimeter all glass Luer pattern syringe and a 
26 gauge three-fourths to one-inch needle. The 
10 cubic centimeter syringe allows loading with 
5 cubic centimeters of the solution and yet leaves 
ample space for drawing back blood in order to 
prove that the needle is within the lumen of the 
vein. A tourniquet or digital pressure may be used 
10 or 15 centimeters above the site of injection if 
desired. This pressure is released immediately 
after completing the injection. The only impor- 
tant part of the technique is to have the needle 
within the lumen of the vein and to keep it there 
during the injection. If perivenous leakage is 
avoided, the results are almost identical regardless 
of the position of the leg or the method used. 
After injection a gauze pad is placed over the 
vein and the injected area supported by an elastic 
bandage. This is to keep the injected vein col- 
lapsed and is left in place about forty-eight hours. 
We believe this gives a smaller thrombus that will 
take less time to organize and shrink. Usually the 
injected vein is felt as a hard, slightly tender cord 
thirty-six to forty-eight hours after the injection. 
This cord rapidly becomes nontender and shrinks 
in size. From two to twelve weeks are required 
for complete disappearance. 


SAFETY OF INJECTION PROCEDURES 


The safety of the chemical method of treatment 
of varicose veins is of great importance. Although 
theoretically there is some danger of embolism 
following injection, the practical experience of 
thousands of injections reported both in this coun- 
try and in Europe has shown that the method is 
a safe one. In this connection the microscopic 
changes occurring in the vein after injection are 
of considerable importance. We were fortunate 
in securing, through the codperation of two of our 
patients, segments of veins removed at intervals 
of five minutes to fifty-six days after injection. 
All had been injected with 20 per cent sodium 
salicylate solution. Immediately after injection no 
change is visible. The endothelial cells lining the 
intima, however, soon swell and become detached 
from the vein wall.-This begins between one and 
three hours after injection and is complete in 
twelve to twenty-four hours. This desquamation 
is promptly followed by the formation of a throm- 
bus. Platelets are deposited on the damaged vein 

rall and other platelets and leukocytes adhere to 
them. Fibrin is liberated and forms filaments ex- 
tending into the lumen of the vein. Red blood 
cells become entangled in the meshes of this fibrin. 


New layers of platelets and leukocytes alternate 
with masses of fibrin and entangled red blood 
cells until the lumen of the vein is completely 
filled. These red blood cells soon degenerate into 
a hyaline-like mass. The thrombosis is complete 
within twenty-four to thirty-six hours after injec- 
tion. Invasion of the outer layers of the thrombus 
by fibroblasts and capillaries begins extremely 
early and often may be seen beginning adjacent 
to the vein wall even before thrombosis is com- 
plete. Within twenty-four to forty-eight hours 
after the thrombosis, organization is well ad- 
vanced. This early organization is quite impor- 
tant because of the solid anchoring of the throm- 
bus. The widespread destruction of the intima 
results in a thrombus adherent to the vein wall at 
practically all points, thus affording one of the 
greatest safeguards against embolism. The capil- 
laries in the organizing thrombus tend to coalesce, 
giving endothelial-lined blood-containing clefts 
and resulting, in some instances, in a partial re- 
canalization of the vein. After the first week 
organization of the thrombus is practically com- 
plete and the further course is one of gradual 
shrinkage. The recanalization may increase and 
give sufficiently large channels to sometimes re- 
quire reinjection. 

The process of thrombosis following chemical 
irritation of this type differs from the ordinary 
type of thrombosis following intimal damage, by 
the extremely rapid organization and by the at- 
tachment of the thrombus to the vein wall at prac- 
tically all points. These are the two important 
factors in making the injection method of treat- 
ing varicose veins a safe procedure. 


Since July 1927 we have used the injection 
treatment of varicose veins as the routine proce- 
dure at the surgical clinic of the University of 
California Medical School. During this period we 
have treated over one hundred and fifty patients. 
Our end-results have been uniformly satisfactory. 
Subjectively most of the patients noted a relief 
from their symptoms following the first few in- 
jections that seemed to us out of proportion to 
the objective improvement. Where ulcers were 
present at the beginning of the treatment, healing 
was quite rapid and the patients were quickly re- 
lieved of the associated pain and tenderness. 

Recurrences have occurred in approximately 
6 per cent of our cases. A few of these repre- 
sented newly developed varicosities, but the ma- 
jority were the result of recanalization of previ- 
ously obliterated veins. Reinjection of these cases 
resulted again in apparently complete obliteration 
of the varicosities. 


SUMMARY 


1. The obliteration of varicose veins by the in- 
jection of chemical irritants is a safe and satisfac- 
tory procedure. 

The process of obliteration is a chemically 
induced aseptic thrombosis following the complete 
destruction of the intima of the vein. 


3. The safety of the method depends in part on 
the firm anchoring of the thrombus to the vein 
wall at the site of the widespread intimal destruc- 
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tion and in part on the early and rapid organiza- 
tion of the thrombus. 


4. The solution we use as a routine is 20 per 
cent sodium salicylate. We reserve the quinin 
solution of Genevrier for cases in which the 
sodium salicylate fails to give satisfactory results 
or for the treatment of very large individual vari- 
cosities. 


5. The method and the technique of the injec- 
tion are unimportant if the injection is intravenous 
and no leakage occurs. 

University of California Hospital. 


DISCUSSION 


Tuomas QO. Burcer, M. D. (1301 Medico-Dental 
Building, San Diego).— The popularizing of this 
method of treating varicose veins is one of our great- 
est advances in surgery in recent times, and will 
doubtless do more toward relieving this class of suf- 
ferers than any procedure that has been done for 
many years. There is less discomfort in this method, 
no loss of time, the avoidance of hospitalization, the 
avoidance of an anesthetic and of unsightly scars and 
saving of a great deal in dollars and cents to the indi- 
vidual. All of these factors make it possible for many 
more people to receive relief who otherwise would go 
along with their unsightly limbs and the danger of 
varicose ulcers, and the occasional embolism which 
does occur in varicose veins in the ambulatory patient. 
Embolism in individuals who have nothing done is far 
more frequent than in patients who are operated or 
treated by this sclerosing method. Embolus is of an 
infectious nature, and sclerosing is an entirely different 
condition, 


Emphasis should always be placed upon the tests 
being done which have been outlined in this paper. 
Be sure absolutely that the veins to be treated, 
whether by surgery or by the sclerosing solution, are 
suitable, because treatment should never be given un- 
less deep veins are patent. Deep veins that are not 
patent only court disaster. 


Since this method has become quite common we 
must warn against gratifying the ladies who have 
varicose veins, superficial and unsightly, that are so 
small in lumen they are practically impossible to 
inject. 

Sodium chlorid, 20 per cent, has been the solution 
we have used in far the greatest number of cases. 
Except for the thirst very little objection to its use 
has been found, and it is apparently as effective as any 
other solution in the ordinary sized veins. However, 
we do use sodium salicylate, solutions 20 to 30 per 
cent, and even 40 per cent, in very large veins, where 
there is a good deal of dilution in the big pools of 
blood. In one or two instances we have used tourni- 
quets immediately above and below, and have as- 
pirated as much blood as we could get out of the veins 
before injecting the 40 per cent solution of sodium 
salicylate, with perfect success. 


The armamentarium is quite important even in this 
minor operative procedure. It is absolutely essential 
to have a new, sharp, and very small needle, and to 
have a syringe whose plunger works easily. Real suc- 
cess and real safety follow if you draw blood before 
injecting, draw blood during the time of injecting, 
draw blood frequently, and absolutely never inject 
unless you can draw blood. That done, you will usu- 
ally save yourself the disgrace of an unsatisfactory 
come-back, of sloughing and future scarring, which is 
as bad or worse than the original veins. However, 
where a large number of cases are treated, one will 
sometimes have needle leaks or some other mishap 
which may cause some sloughing. 


Do not try to inject too many veins at one sitting, 
thereby using too much of any one solution. It is not 
necessary because these patients are not greatly in- 
convenienced, and if there are many veins to be taken 
care of, it is far better to have the patient come back 
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oftener than to try to overdo the procedure at one 
sitting. 

Occasionally we have patients who cry out with 
pain for a minute or more; others apparently never 
have any discomfort other than the little needle prick 
and a slight cramping sensation. 


We use tourniquets above the operative area, and 
one is usually placed around the ankle. In most in- 
stances it is left on until an elastic Ace bandage is 
applied following the very firm pressure made for a 
few minutes after each injection. This Ace bandage 
is left on usually for the first forty-eight hours, after 
which no other treatment is necessary. 


As compared with our original method of treating 
varicose veins by surgery, this safe procedure certainly 
gives far more benefit at much less cost, a saving of 
time, money, suffering, and anxiety. It is undoubtedly 
one of our greatest advances in surgery in recent 
years, 


a) 
eo 


Horace F. Pierce, M. D. (1421 Chapala Street, Santa 
Barbara).—Great interest has been aroused by the 
injection treatment of varicose veins, due, no doubt, to 
the not too satisfactory surgical treatment of varicose 
veins. The medical profession as a whole are greatly 
interested in this method of their cure, which is evi- 
denced by the numerous papers and discussions from 
without the entire medical world. 


Doctors Woolsey and Millzner have brought for- 
ward the pertinent points in the pathology of the 
venous obliteration, which are the destruction of the 
intima, the thrombus formation, the nailing of the 
thrombus to the vein wall, so to speak, by the in- 
growth of capillaries and fibroblasts, so that the 
thrombus cannot get away and cause embolism. Re- 
canalization does occur at times and it is due to in- 
complete destruction of the intima. The vein needs 
only to be reinjected at a future date to insure its com- 
plete obliteration and cure. 


We must not forget the difference in the pathology 
of a chemical venitis, as utilized in the cure of varicose 
veins, from phlebitis which is a bacterial irritation of 
the vein wall. In phlebitis a bacterial irritation is 
present in the vein wall, spotted damage of the intima 
occurs, thrombus formation is poor, the clot is loose 
and floats in the venous blood; it may contain bac- 
teria and pus and is a good virile source for emboli. 
Venitis as produced chemically is not a bacterial hap- 
hazard process; it is a definite chemical destruction 
of the intima with definite fixation of a hard thrombus, 
hence its safety. 

Although we have tried many solutions we have 
come to prefer sodium salicylate in 20 to 40 per cent 
strength. Before injecting, and after the needle is in 
the vein, we like to milk out the blood in the vein 
to assure maximum destruction of the intima. 

Those cases with chronic ulcers, infected skin, 
eczema, are first treated with Unna’s gelatin dress- 
ing for support and reduction of the swelling, if the 
large tributary veins are not visible. We have found 
one or two injections can be made before the Unna’s 
paste dressing is applied, and as the swelling leaves, 
the rest of the venous trunk will be visible and can 
be injected. A combination of high ligation and in- 
jection can be done if this is thought necessary; how- 
ever, so far in our experience, we have not found it 
necessary to do the combined method of treatment. 

The contraindications to the use of this method are 
few, provided the involved limb responds to the tests 
for patency of the deep channels. It has been said 
that pregnancy is a contraindication to the chemical 
obliteration of varicose veins. However, injections in 
pregnancy have been used for those cases that need 
it, and there seems to be no added risk because of the 
existing pregnancy. 

The technique as described by the author needs no 
further elaboration. We like to begin our injections 
at the lowest point, namely, about four inches from 
the ankle and carry the procedure toward the groin. 
In legs with much swelling, sometimes only the larger 
pools can be found; after destroying these larger pools 
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and using supporting treatment, the swelling will grad- 
ually leave and subsequently the remaining varices 
can be injected. 

In conclusion, I would add that no procedure has 
given us or our varicose patients such satisfaction 
with such a small amount of effort as is involved in 
the injection and cure of varicose veins. 


EXTERNAL BONE PLATING FOR LONG BONES* 


By Cuarces ALFreD Dukes, M. D. 
Oakland 


Discussion by W. C. Adams, M.D., Oakland; Philip 
Stephens, M.D., Los Angeles; Lionel D. Prince, M.D., 
San Francisco. 





ie preparing a paper upon external bone plates 
or external fixation apparatus for fracture of 
the long bones, it is not my purpose to enter into 
theory ‘of this practice, but to give some of the 
interesting points that have been developed in 
my use of this method of splinting of the frac- 
tures of long bones. Lambotte, twenty years ago, 
wrote an article illustrating his method of ex- 
ternal bone plates (Fig. 1). Since that time there 
have been few articles until the appearance of the 
recent one by Mercier of Montreal. 
DUKES’ METHOD 

Some ten years ago, in a compound fracture 
where it seemed impossible to get the proper fixa- 
tion of the fractured bones, I devised from an 
old Lane plate and a couple of nuts on some stove 
bolts, a fixation plate with only the ends of the 
bolts that were screwed into the bones remaining 
buried. This device was not satisfactory, but it 
did hold the bones in position until such time as 
external fixation retained them in firm position. 

From that time I began to improve the type of 
bolt and plate until I developed the external bone 
plate which is here discussed. I am sure that the 
simplicity of this method will recommend it. 
Most of the plates that have been used heretofore 
have been complicated and inefficient. 


Our first difficulty was encountered in screwing 
the bolts into the bone. First boring the holes 
was tried; then threading them and screwing the 
bolts in with the screwdriver. Then a drill slightly 
larger than the bolt was used so that the bolts 
were screwed in easily, but this did not answer 
satisfactorily because the bolts were liable to slip 
out. Later I devised a bolt with a pointed tip and 
a square head and screwed the bolts in with a 

* Read before the Industrial Medicine and Surgery Sec- 


tion of the California Medical Association ss a Fifty- 
Seventh Annual Session, April 30 to May 3, 





Fig. 1.—Lambotte’s earliest plate 
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Fig. 2 (a).—Anterior view of Dukes’ plate in position on 
compound fracture of tibia and fibula 


wrench. This had its disadvantage because some- 
times the bolt head was twisted off. This fault 
was due to the manufacture of the bolt. The most 
satisfactory bolt has been an ordinary screw- 
headed bolt of malleable steel used with an ordi- 
nary screwdriver to screw it tightly into place. 
Some of the failures of this method were due to 
the improper insertion or depth of the bolt into 
the bone. In one plate which was placed in the 
femur, the two upper bolts came out of the bone 
because of the tension (Figs. 2 and 3). This was 
due to the bolts not being screwed in deep enough. 
In another case the tip of the bolt, because of the 
stress placed thereon, was broken off in the bone ; 

and later it was necessary to remove the tip with 
a chisel. None of these patients had any serious 
or lasting effects of ill character from our crude 
method of application of this device. 

In patients where the reduction of the long bone 
is simply by external manipulation and where it 
is not desired to make a long incision, a trocar can 
be introduced under the fluoroscope, the trocar 
removed and the shield left in place. A drill can 
be introduced through this and holes made in the 
bone, and the bolt can be introduced and screwed 
into place. This makes a procedure as simple as 
introducing the Steinman pin or a pair of tongs, 
and with no more attendant dangers. 


MERCIER’S METHOD 


In the cases where it is necessary to reduce the 
fracture by the open method, the method used by 
Mercier of Montreal is excellent. 

An incision of the skin and subcutaneous tissue 
is made down to the bone, the middle of the in- 





Fig. 2 (b).—Posterior view 
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Fig. 3.—Dukes’ bone plate in faulty position in femur 


cision being opposite the seat of the fracture and 
about one inch longer than the plate of the fixa- 
tion set. The fragments of the bone being com- 
pletely stripped of their surrounding tissue, their 
ends are brought out of the wound and cleaned 
of all tissue or new formation, whether hard or 
soft, and reduced as may be indicated. The four 
holes are then drilled to receive the screws through 
only one side of the bone. The principle is used 
by Mercier, of two nuts separated on a bolt so 
that the plate is introduced between them. These 
nuts are then locked against the plate, fixing it in 
any position which is desired to hold the bones in 
proper apposition. 


The after-treatment of bone fixation is exceed- 
ingly simple, and where the technique is properly 
carried out, we have not seen any complications 
arising from the boring of the holes into the bone. 


The removal of the plate at the end of two to 
four weeks is exceedingly simple and painless. 
The nuts on the plate are unlocked. the plate re- 
moved, and the bolts come out very easily by 
unscrewing them. 


In my experience there is no objection to the 
use of the external bone plate. It is only advo- 
cated and advised in those conditions where other 
methods of a simpler character fail to splint the 
fractured bone properly. 

It has its place in compound fractures (Fig. 4) 
as well as in simple fractures. This method is pre- 
sented for the purpose of eliciting suggestions in 
the improvement of the mechanical device and 
also to bring to your attention a method which, 
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Fig. 5.—Same fracture showing displacement after the 
upper bolts became loosened 


in my opinion, can be used much more frequently 
than is done at the present time. 
601 Wakefield Building. 





Note.—Owing to lack of space, only a few illustrations 
are reproduced in California and Western Medicine. Addi- 
tional illustrations will be printed in the reprints, which 
may be had by addressing the author. 


DISCUSSION 


W. C. Apvams, M.D. (802 Medical Building, Oak- 
land).—The Dukes external bone plate has a very 
definite use in bone surgery. I see its greatest value 
in the treatment of recent compound fractures of the 
long bones. It is a great satisfaction to know that the 
fragments are being held firmly in apposition during 
the sloughing and infectious stage usually encoun- 
tered in ragged and dirty compound fractures. By fix- 
ing, it aids in the prevention of bone infection or 
hastens the recovery of infections in these cases in 
that it stops irritation caused by the movement of 
fragments. By its use one may dress and cleanse the 
open wound without fear of disturbing the loose bone 
ends, 

I now have on hand a case in which the leg was 
two-thirds amputated four inches above the ankle 
joint. By means of the Dukes’ bone plate I was able 
to fix the tibial fragments for ten days, and at the 
end of this period new tissue growth had taken place 
between the fragments and, by further splinting, the 
fragments have held in fine apposition. Without its 
aid such a condition would have been extremely diffi- 
cult to obtain, there being much tissue destruction 
with the resultant sloughing and infection. 

It may be employed very satisfactorily in the simple 
fractures which have a tendency to displacement. I 
used it in a widely dislocated simple fracture of the 
upper third of the femur with excellent results. 

The danger of infection entering from without 
alongside the screws is negligible, for there is sufh- 
cient serous drainage flowing outwardly to prevent 





Fig. 4.—Photograph of external bone 
plate in position. Compound fracture of 
tibia and fibula. 





Fig. 6.—Dukes’ bone plate in position in fracture showing 
use of six bolts instead of four 
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any invasion and should any infection from within 
occur, the screws permit of good drainage. 

The surgeon will find the application of the Dukes 
plate quite simple when Mercier’s method is used, and 
after having once employed it he will have learned of 
a valuable method of treatment in fractures of the 
long bones. BY 


Puitie StepHens, M. D. (1136 West Sixth Street, 
Los Angeles).—Any method devised which will bring 
about skeletal approximation and immobilization to a 
fractured bone is ideal. Obviously the great drawback 
to this method of approximation and immobilization 
is the necessity for either open operation or the sub- 
cutaneous insertion of Steinman pin, tongs, or other 
methods which need constant attention, apparatus for 
extension, etc., along with the danger of infection. 

The old Lambotte external bone plate was a simple 
method of accomplishing positive or skeletal treat- 
ment of fractures, but was not used to any great ex- 
tent by reason of the fact that the fragments were 
rather difficult to bring into approximation—even after 
the screws were inserted—due to the difficulty in con- 
necting the screws with the plate. 

From Doctor Dukes’ description of his method, and 
after a personal interview and discussion following 
the reading of his paper, I was very forcibly struck 
with the improvement of his screw plate and method 
of application over that of the old Lambotte appa- 
ratus, the great advantage being, in my opinion, due to 
the ease with which the plate is applied after the screws 
are inserted by an ingenious slotting of the plate and 
range of fixation of the screws and bolts to it. 

We are all rather inclined to use certain tools, or 
methods, over a period of years to the exclusion of 
other methods, and rather prone to be slow in the 
adoption of new tools and new methods, and are par- 
ticularly not desirous of going back to the use of 
apparatus and methods which have been, in a measure, 
discarded. The average surgeon who investigates 
Doctor Dukes’ method in a superficial manner is apt 
to leap to the conclusion that it is a simple revival of 
the old Lambotte method. We wish to warn against 
this hasty impression if it exists, for we feel that the 
Dukes method is not only original in its conception, 
but is a useful, ingenious, and easily applied method 
for a positive skeletal approximation and immobiliza- 
tion of fractures. It has sufficiently impressed us with 
its value to warrant its use and recommendation to 
others doing the same character of work. 


Lionet D. Prince, M. D. (490 Post Street, San 
Francisco).—Doctor Dukes is to be congratulated on 
bringing before the medical profession a modification 
‘in the method of long-bone fixation, which I consider 
to be a real contribution to surgery. The ability to 
easily improve the alignment of the bone following 
x-ray examination, simply by an adjustment of his 
modification screw plate, presents a distinct advance- 
ment over other similar methods of fixation. 

The handling of fractures of long bones always 
presents many difficulties, and this factor alone has 
resulted in the invention and modification of many 
different types of fixation appliances. Methods be- 
come popular for a period of time and are then dis- 
carded or replaced by newer methods. Some surgeons 
become exceedingly proficient or adept in the use of 
certain procedures of fixation to the exclusion of all 
other methods. For the average surgeon treating frac- 
tures, no single method is the best, and he must 
modify his procedure to suit the requirement of the 
case in hand. 

Doctor Dukes’ method.is not one that will tend to 
prove popular, as it demands a certain amount of spe- 
cial surgical skill and judgment that can only result 
from its repeated use. I believe, however, that its use 
offers tremendous advantages in compound fractures 
where many of the ordinary simple methods cannot 
be used and where complete fixation and constant 
accessibility to the wound _ essential. 


Doctor Dukes (closing).—In closing the discussion 
I wish to thank Doctors Adams, Stephens, and Prince 
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for their favorable consideration of this addition to 
fixation of long bones. 

I should like to emphasize the necessity of placing 
the bolts deep enough into the bone tissue so that the 
stress placed upon them will not cause them to be- 
come displaced, This may, at times, require putting 
the bolts completely through the bone. 


THE SPASTIC COLON* 


By QuinTeR O. Gitsert, M, D. 
Oakland 


Discussion by Ernest S. du Bray, M.D., San Francisco; 
Fred H. Kruse, M. D., San Francisco; R. Manning Clarke, 
M. D., Los Angeles; John V. Barrow, M.D., Los Angeles. 


"THE understanding of motor phenomena of the 

colon enables us to evaluate clinical symp- 
tomatology. An attempt to explain the symptoms 
of a patient with gastro-intestinal trouble by the 
mechanism of physiological complexes is in many 
ways valuable to the patient, but it is more impor- 
tant to the physician as an incentive to the study 
of the rationale of the disorders presented. It is 
with difficulty that any given part of a motor 
mechanism so synchronously arranged as the 
gastro-intestinal tract can be considered without 
considering the whole; still, we wish to consider 
more especially the disorders arising from the 
large bowel. 

It is timely to discuss some of these problems, 
without being too controversial. A perusal of the 
literature of the past three decades convinces us 
that our knowledge of the mechanism of the lower 
bowel is still incomplete. The greatest advance 
has taken place in the past decade, and in this 
country mostly in the last part of this period. 
This, we believe, is due to the development of a 
physiological viewpoint. The x-ray has given us 
new vision and enabled us to separate some truths 
and facts from a heritage rich in false conceptions. 

Constipation is one of the commonest of com- 
plaints. To the lay mind it means misery, mental 
and physical, because of real or faricied lack of 
relief from pathological complexes by the evacua- 
tion of fecal contents. This is a problem in 
medicine because it involves the heritage of mis- 
conceptions, amplified by propaganda of health 
restaurants, and of diet specialists. 

“Constipation” is a rather meaningless term and 
should be considered under the general head of 
“Disordered Bowel Movement.” Our notion of 
this condition has undergone change during recent 
years, because of the larger experience gained in 
following the histories of private, surgical and 
nonsurgical patients over longer periods of time. 
This experience aided by a scientific background 
has obliged us to approach these problems from a 
physiological viewpoint. 


MECHANISM OF MOTION 


When considering the large colon, we are con- 
sidering a tube which is the lower segment of a 
complex chemical mill, the contents of which are 
propelled by the musculature, the contraction of 
which produces various effects in size and shape 
and position of a segment of gut, such as narrow- 


” * Read before the General Medicine Section of the Cali- 
fornia Medical Association at the Fifty-Sixth Annual 
Session, April 25-28, 1927. 
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ing of the lumen, shortening of the segment and 
imparting of a screw motion (Carey). Normally 
there is a regular rhythm, generally downward, 
augmented at certain so-called nodes. Motility is 
slower in the lower segments, but the contractions 
are more powerful. Case has described a hypo- 
thetical node or “pace maker” near the hepatic 
flexure.’ 


The mechanism is controlled by the vegetative 
nervous system. The sympathetics inhibit, while 
the motor and secretory impulses are carried by 
the parasympathetics (vagus and pelvic) through 
the plexuses of Auerbach and Meissner. These 
plexuses are in turn supplied by spinal and cranial 
nerves through ganglia along the spinal cord. 
True sensory nerves are not supplied to this viscus 
until we reach the area near the anus. This 
means that motor changes may be present long 
before painful sensations through the spinal or 
cranial nerves, which in turn are referred to sen- 
sory nerves of the external body tissues or pro- 
duce a hyperalgesia of certain areas. Contraction 
of the bowel is caused by a stimulus from within. 
When gross errors of motility occur there is an 
overstimulation of one of the nodes. A tonic con- 
traction ensues producing a physiological obstruc- 
tion and pain is produced by irritation of the 
plexus of Auerbach. Changes in the mesentery 
are referred through the spinal system. The 
threshold of pain varies with the individual. It 
will be readily seen that by changed motility most 
subjective symptoms, such as pain, fullness, pres- 
sure distress, sense of gas, disorders of evacua- 
tion, nausea and vomiting, arise. One important 
point we wish to make is that when a distended 
viscus is given its maximum stimulus to contract, 
the sensation which the patient feels is the same 
as the sensation felt when the viscus is severely 
contracted. So fullness and gas are often com- 
plained of when contraction has occurred and 
when no gas can be demonstrated. 


Secretion within the tube is carried on by glands 
within the mucous membrane. While secretion 
may be materially altered in patients suffering 
from disorders of their vegetative nervous sys- 
tems, we are convinced, on the other hand, that 
marked changes may occur in the function of 
the mucous membrane associated with prolonged 
hyperkinesis. It has been demonstrated that hyper- 
active, inflamed, ulcerative bowel tissue has a 
decreased defense mechanism against absorption 
of toxins and the passage of bacteria. 

a» 


EXTRINSIC AND INTRINSIC MOTOR DISORDERS 


In general, we may divide motor disorders of 
the large bowel into two classes, extrinsic and 
intrinsic. Under the former may be grouped con- 
stitutional changes, various disorders of the nerv- 
ous mechanism and reflex stimulation, especially 
from gall-bladder disease, chronic appendicitis, 
adhesions about the cecum and hepatic flexure 
and more remotely from renal and female pelvic 
disorders. The intrinsic disorders are dietetic, 
bacterial, parasitic with primary and secondary 
inflammation and ulceration, and disorders of the 
rectum and anus, such as proctitis, fissures, and 
hemorrhoids. 
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While it is true that the same degree of pa- 
thology will affect constitutionally different people 
with varying degrees of severity, the literary dic- 
tum that spastic conditions occur only in the 
“neurasthenic” is not justifiable. We feel that it 
reflects on the physicians’ knowledge of functional 
nervous disorders. We know that the threshold 
of pain and the susceptibility to visceral sensations 
are variable factors, but on the other hand we 
are convinced that disorders of motor function 
may induce marked nervous and psychic disturb- 
ances, as evidenced by asthenia, mental depression, 
phobias and reflex cardiac and circulatory changes. 
The mental and physical fatigue which is common 
in bowel disorders is not only caused by bowel 
disorder but in turn profoundly influences it. 

Extrinsic Disorders—Observation has taught 
us that general and segmental disorders in the 
large bowel are common with right abdominal dis- 
ease, but most common with biliary pathology. 
The interrelationship is frequent and, since the 
symptomatology is produced by the motor phe- 
nomena of the viscus, we may err as to the causa- 
tive pathology. While we know that the disorders 
of the bowel cannot be corrected in the presence 
of a pathological gall bladder, chronically infected 
appendix, or the resulting adhesions of a right 
abdominal peritonitis, we must not forget that the 
bowel may have suffered so much from long- 
standing extrinsic stimulation that, even after 
operation, it remains a primarily diseased organ 
with a hyperkinetic mechanism, diseased mucosa 
with ulcerations and host to an abnormal micro- 
organic colony. Again we must not lose the point 
of view ofttimes expressed by J. G. Van Zwaluen- 
berg that stasis due to disordered motor phe- 
nomena may in the ultimate analysis be the funda- 
mental factor in inducing bacterial and chemical 
changes which produce lesions for which we do 
operations. 

Since the symptoms of right abdominal disease 
are produced largely by motility changes, motor 
changes on the other hand, if produced from other 
causes, may give rise to similar symptoms. 

It is argued by some that such conditions are 
primary evidence of a mental and nervous dis- 
order. We wish to grant that marked nervous 
and psychic changes occur in some people with 
defecation. There are many who have obsessions 
concerning it. It is true that they are influenced 
by the distention, overacting or wrong-acting 
bowel. It is true that some of these symptoms - 
may be produced by a tampon and relief given 
by removal or evacuation. This class must be 
clinically separated from the definitely pathologi- 
cal ones which we are discussing, and be treated 
accordingly. Psychic disturbances and neuroses 
usually have two factors, a psychic deficiency and 
a proper provocative stimulus. 

Intrinsic Disorders—Gas is an interesting con- 
sideration, as it is ofttimes a major complaint. 
We must establish certain facts in this connection. 
Gas in the stomach is swallowed, it usually lies 
high under the diaphragm and seldom passes 
through the pylorus. Gas in the small bowel in 
the adult is uncommon. If present it means, as a 
rule, pathological change most often about the 
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cecum or ileocecal valve. Gas in the large bowel 
is nearly always present. This gas usually arises 
from chemigal changes in the bowel contents. Gas 
may be present in large quantities in disorders of 
circulation, apparently arising from the blood, as 
seen ofttimes in heart failure and pneumonia. The 
most interesting finding is that, in a majority of 
patients complaining of gas, the fluoroscope re- 
veals no gas, but on the other hand a spasm where 
gas is felt. In other words, a hypertonic con- 
tracted viscus gives subjectively the same sensa- 
tions as one distended. 


Gas in the large bowel tends to rise upward and 
to collect at the hepatic and splenic flexures, pro- 
ducing a “locking” of the bowel which ofttimes 
requires a general and powerful colicky type of 
contraction to dislodge it. The interchange of gas 
normally takes place quite readily from the bowel 
to the blood and vice versa. While it is advocated 
that we have a defensive mechanism against most 
poisonous gases of decompensation, in much 
greater concentration than are usually found, we 
believe the problem is not answered, that many 
of the secondary symptoms associated with types 
of fermentative colitis may be due to absorbed 
gas affecting the nervous system. It is interest- 
ing to note in this connection that Holmgren has 
studied three hundred and eighty cases of “fer- 
mentative dyspepsia” in which the causative agent 
was an iodophilic clostridium. Gas is a true motor 
problem in that it changes the relative density of 
the bowel contents. The importance of this is sug- 
gested when we remember that the contents of 
the abdomen are under hydrostatic equilibrium 
and contents of mean specific gravity move equally 
as readily upward as downward. This is consol- 
ing to the enteroptotic, but is not a good advertis- 
ing slogan for the belt maker. 


With this viewpoint the patient who complains 
of a relatively simple disorder of lower bowel 
should be considered as a real medical problem 
and not dismissed with the advice to take some 
pills, eat bran, and fill up with all the cellulose and 
fodder of the vegetable kingdom. Of most impor- 
tance is a careful detailed history and physical ex- 
amination as to the nature of the disorder, as well 
as evaluation of all extrinsic and intrinsic causes. 
Of special examination means, we call attention, 
first, to the x-ray. Barium enemata in most of 
the lower bowel motor disorders are practically 
useless except to locate organic structures and in 
some patients to demonstrate the site of severe 
tonic spasm. On the other hand the x-ray is most 
valuable when the motility of the bowel is studied 
under normal conditions. This means that the 
patient should eat some real food, and be given 
a preliminary preparation which does not include 
a gastric manipulation or cathartics. The rectal 
and proctoscopic examination is most essential. 
The proctoscopic is most important, as it enables 
one to judge the condition of the mucous mem- 
brane, obtain bacteriologic smears and remove pus 
and mucus for microscopic examination. While 
one may find parasites in the stool smears, our 
percentage is much higher when the fresh exudate 
is examined. Stool examination is most impor- 
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tant not only for the evidence of digestive dis- 
orders, but for the bacterial and parasitic changes. 
We believe the percentage of patients with ameba 
will be much larger if we are prepared to examine 
properly the fresh material rather than trust a less 
interested technician in a distant laboratory. In- 
fectious lesions elsewhere in the body, especially 
in the upper digestive and respiratory tract, are of 
prime importance. It has been interesting to note 
that ofttimes troublesome disorders in the upper 
respiratory tract, on the other hand, become in- 
nocuous after correction of abdominal infections. 


RATIONALE OF TREATMENT 


This viewpoint suggests the rationale of treat- 
ment. Social, business, and psychic disturbances 
are of prime importance and must receive ade- 
quate corrective instruction. Many pathological 
conditions must be corrected by surgery. These 
should be directed definitely toward the removal 
of infected material and tissue or lesions which 
induce abnormal motor stimulation. We believe 
most patients will do better without surgical pro- 
cedures which grossly disturb the continuity and 
the normal physiological mechanical sequence. 
Experience has suggested that many of the poor 
results following right abdominal surgery may be 
explained by the foregoing factors, and ofttimes 
relief is obtained with proper medical manage- 
ment given months and even years after justifi- 
able operations. 

The acidity of gastric contents and the mechani- 
cal state of the food is important. In an over- 
stimulated bowel or section of bowel, in an active 
or subacute inflammatory condition, bland non- 
irritative foods are suggested. In some patients 
the allergic relationship of food may be a causa- 
tive factor. Irritating cathartics are to be dis- 
couraged. Condiments, caffein, and nicotin pro- 
foundly influence the parasympathetic nervous 
system of many patients. Specific therapy is indi- 
cated in some of the pyogenic infections ofttimes 
secondary to ulceration, as in the primary specific 
infection of entameba. Bacteriological and clini- 
cal experience seems to show that we cannot 
profoundly change the flora of the bowel by 
introduction of microdrganisms, but proper bowel 
management may in turn materially alter the 
existing flora. 

SUMMARY 


Time will not permit further details. If we 
have succeeded in conveying to you the suggestion 
that possibly the study of the general motility of 
the bowels may ofttimes be of as much impor- 
tance as seeking for organic defects, we have 
accomplished our purpose. While there are many 
controversial theories and notions about patho- 
logical changes in the large bowel, we believe the 
conditions suggested are essentially correct : 

1. That spastic conditions are of frequent exist- 
ence. 

2. That atony seldom exists without associated 
spasms. 

3. Hyperkinesis itself may induce intrinsic 
changes in the mucosa of the bowel. 

4. Pathological conditions in the right abdomen 
often cause hyperkinesis, especially of the trans- 
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verse colon, and are not always relieved by opera- 
tion alone. 


5. That in disordered large bowels, both pri- 
mary and secondary microorganisms and _para- 
sites, especially ameba, are overlooked and are 
often present with surgical conditions. 

6. That hyperkinesis and mucous membrane 
changes are not always secondary to psychic and 
nervous disorders, but on the other hand may in- 


duce varying degrees of psychic and nervous phe- 
nomena. 


7. That motor changes should be studied after 
normal feeding rather than by enemata. 

8. Motor changes must be evaluated in “ 
cal right abdomen,” 
treatment instituted. 


9. The physiological absorption and protective 
mechanism in a hyperkinetic or ulcerated or in- 
flamed bowel is not the same as in the normal. 

10. Bowels with spasms from intrinsic lesions 
should be treated as inflamed membranes. 

11. Symptoms largely arise not so much from 
pathological lesions per se, as from disordered 
motor changes thus induced. 

1904 Franklin Street. 


DISCUSSION 


Ernest S. pu Bray, M. D. (870 Market Street, San 
Francisco).—“The sins of the colon are its diseases. 
But I sometimes wonder whether it is not more sinned 
against than sinning, for what with attacks above with 
purges, attacks from below with douches, and frontal 
attacks by the surgeon, its sorrows are numerous and 
real. I believe that a more thorough appreciation of 
its normal anatomy and physiology, and the routine 
employment of the various methods of examination 
which modern science has made available, are required 
in order that its sins may be recognized at such an 
early stage that treatment may lead to their complete 
and permanent relief.” 


Thus Arthur F. Hurst in 1921 prefaced an interest- 
ing paper entitled “The Sins and Sorrows of the 
Colon.” 

Doctor Gilbert in the paper at hand again urges 
the physiologic approach to the understanding and 
treatment of colon disorders and he stresses the in- 
formation that can be gained by the careful study of 
the motor functions of the large bowel. The colon is 
a comparatively motionless organ if compared with 
the upper gastro-intestinal tract; however, if studied 
by x-ray immediately following the taking of food, the 
unique function of “mass peristalsis” can be observed. 
This is now recognized as the most important move- 
ment of the colon and normally occurs only two or 
three times each day. 


The causes of chronic constipation are numerous 
and complex, but no consideration of them can over- 
look deficient motor activity, which underlies several 
recognized groups. Spastic constipation, or the so- 
called enterospasm, is one of the conditions discussed 
by Doctor Gilbert. In this disorder, it appears to me, 
the doctor has underestimated the amount of infor- 
mation that may be obtained by the barium enema. 
By examining the colon after the enema the distal 
part, in which delay occurs, is often found to be nar- 
rowed, whereas the proximal part has the ordinary 
diameter or is dilated. The constipation, however, is 
not due to the mechanical obstruction offered by the 
contracted intestine, as the x-ray shows that there is 
no delay in the passage of feces through the con- 
tracted segment, but the actual mechanism appears to 
be the absence of the normal orderly, progressive 
activity of the intestine, which is replaced by irregular 
spasmodic contractions of some parts while others 
remain completely inactive. It is in this type of case 
I have been impressed in several instances with the 


surgi- 
and corrective follow-up 
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deleterious influence of tobacco which may act through 
the autonomic nervous system. 

Intestinal flatulence may result from the sluggish 
action of the intestines in some cases of constipation, 
especially when the mass of feces completely blocks 
the intestinal lumen; on the other hand, distention of 
the intestine with gas by increasing the work to be 
done by the intestinal muscles, at the same time im- 
pairing its contractile power, leads to constipation. 


The discussion of treatment is outlined. A more 
comprehensive exposition of this phase of the subject 
offering the exact measures used in the management 
of the different clinical groups would be welcomed. 

Finally, Doctor Gilbert’s conclusions seem justified, 
but I think all will agree that much remains to be 
learned before the sins are fully understood and the 
sorrows alleviated in the colonic disorders. 

& 


Frep H. Krusgz, M. D. (384 Post Street, San Fran- 
cisco).— Doctor Gilbert’s discussion of disordered 
function of the large bowel is most timely. Along 
with gall-bladder disease, peptic ulcer, and appendici- 
tis, derangements of colonic function form the most 
frequent source of gastro-intestinal complaints the in- 
ternist is called upon to solve. In speaking of the 
latter, it seems to me that the medical profession has 
used the term “colitis” too frequently and too loosely. 
There are many real cases of colitis, such as ulcera- 
tive colitis from various causes, the specific dysenteric 
infections, and so forth, which should be quickly and 
definitely recognized and grouped by themselves as 
representing organic pathology in the bowel, chiefly 
affecting the mucosa. Such diseased intestines may, 
of course, be spastic and irritable. Again, we may 
have disturbances of motor function, bringing about 
spasticity and irritability from diseases of neighboring 
abdominal and pelvic organs, giving rise to the symp- 
toms and derangements, of which Doctor Gilbert has 
spoken, through reflex and associated nerve pathways. 
But here it has been my experience that caution is 
most necessary, and that proof of pathology in these 
neighboring viscera should be most unmistakable 
before resorting to surgery or radical procedures, if 
the chief symptoms relate to spasticity, irritability, 
and disordered function of the colon. 

The conviction has remained with me that by far 
the greater percentage of cases of so-called “spastic 
colon” are functional in origin; or rather, I might say 
the behavior of the large bowel and its malfunction or 
derangements are simply a part of the general dis- 
turbed nervous mechanism of the individual. Such 
individuals need not be intrinsically neurasthenic; 
indeed, many seem outwardly calm and placid. But, 
as a group, they have a hair-trigger sympathetic or 
autonomic nervous system, ever responding to every 
alarm or irritation, be it psychic, toxic, thermic, or 
dietetic. Since we are considering the colon specifi- 
cally, this group, then, has a “spastic colon,” or, as I 
like to call it, an “irritable colon,” just as others have 
an “irritable heart.” The cause of the condition lies 
in the musculature and innervation of the bowel itself. 
Individuals with irritable colons commonly show alter- 
nating constipation and diarrhea or alternating phases 
of spasticity and violent peristalsis. Frequently the 
descending colon remains contracted and tense over 
a period, thus distending and filling the cecum enough 
that its tension is so increased as to cause right lower 
quadrant fullness, distress, or even pain, frequently 
leading to a mistaken diagnosis of appendicitis. It 
is remarkable how many such sufferers have had their 
appendices removed without relief. These patients are 
completely at a loss as to how to manage their intes- 
tinal tract, and the more concerned they have become, 
the worse their condition gets. They imagine that 
they are the victims of the most serious organic dis- 
eases and are too willing to undertake heroic meas- 
ures for relief. A laxative produces violent reactions, 
commonly, and if they do not take a laxative the 
bowels will not move. 

The abdominal symptomatology, as Doctor Gilbert 
has noted, varies. There are sore spots, tender areas, 
epigastric gas from air-swallowing, and sensations of 
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gas in the bowels, where really little or no gas exists. 
There are various back pains, palpitations, faint and 
sinking feelings, and a general mental unrest and 
apprehension. 

It is apparent, therefore, that surgery, local colonic 
irrigations and treatment, and systemic enteric therapy 
have little or no place in the management and treat- 
ment of this group. As Ralph Brown has said: 

“The irritable colon will tax the therapeutic en- 
deavors of the internist to the utmost, but rarely 
should he call upon the surgeon for assistance.” 

A discussion of proper therapy cannot be under- 
taken in this space, but it should include direction of 
the individual as a whole, control of the nervous sys- 
tem, much reassurance, and the proper regimen of 
diet and bowel management. 


® 

R. Manninc Crarke, M. D. (319 Hollingsworth 
Building, Los Angeles).—I have long been impressed 
with the importance of the control of the motility of 
the colon as an important weapon in combating clini- 
cal symptoms in functional derangement, so-called. 
It is interesting to note that in the literature there is 
an increasing tendency to give this importance in dis- 
cussions. Doctor Gilbert says: “If we have succeeded 
in conveying to you the suggestion that the study of 
the general motility of the bowels may be of more 
importance than the looking for organic defects, pos- 
sibly surgical, we have accomplished our purpose.” 
With this I can heartily agree, with the exception of 
gross pathology, which we know markedly influences 
the motility and general functions of the tract, such 
as severe inflammations of the appendix, gall bladder, 
and pelvic lesions. 

Too little attention has been paid to the role of 
disturbed motility, especially in history taking. The 
patient with two or three loose bowel movements 
daily, feeling that “his elimination is perfect,” will 
answer questions in generalities that put the history 
taker off his guard unless he thoroughly understands 
its importance and insists on details. The motility 
from this patient’s tract needs to be controlled. He 
needs to be eating a little less bulk and residue, a 
little more concentrated diet that will quiet his move- 
ments down to one formed stool a day. Oftentimes 
many of his symptoms will disappear and he will be 
saved an operation for gall bladder or appendix or 
other condition which never existed. 

It is, of course, necessary, as the doctor points out, 
that the ameba and many other parasites and micro- 
organisms be ruled out, and I feel that too little 
attention is paid to stool analysis and study. It is im- 
portant, as the doctor has stressed, that the stool be 
looked over in a fresh condition, by yourself or by 
trained assistants under your direct charge, in order 
that proper conclusions may be arrived at. To send 
one or two stools to a distant laboratory that is not 
interested in this particular matter is, to me, as good 
as useless. 

Along with these motor changes discussed by 
Doctor Gilbert there are many reflexes that arise 
which are of the utmost importance. My article pub- 
lished in CALIFORNIA AND WESTERN MepiciNeE, October 
1926, makes clear the importance I attach to them. 

It is hardly possible to agree with Doctor Gilbert’s 
statement as to how pain in the hollow viscera is 
caused. The work of Meltzer, as well as Bayless and 
Starling, I think pretty thoroughly cleared up the 
matter that pain is a muscle sense in the hollow vis- 
cera, and that it is caused by its disturbance, mainly 
distention, After the pronouncement of the “law of 
the intestine” by Bayless. and Starling, and later the 
“law of contrary enervation” by Meltzer, I had felt 
that all controversy regarding the cause of pain had 
been done away with; but I see there still is a diver- 
gence of opinion. 


Joun V. Barrow, M.D. (701 Westlake Professional 
Building) —I have been very much interested in 
Doctor Gilbert’s presentation of the mechanism of 
the bowel movements. From clinical experience the 
origin of their nerve stimulus could well be located 
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in the hepatic flexure, or, probably better, in the cecum 
itself. The appendix may have a very marked influ- 
ence on the initiation of peristaltic waves. The sig- 
moid and rectum certainly seem to receive a great deal 
of inhibition from the mechanical stimulus of these 
two areas. 

Long chronic infection undoubtedly destroys the 
protective mechanism of the mucous membrane of the 
colon, and an old chronic ulcerative bowel readily 
absorbs unsynthesized protein material, bacteria, and 
protozoa. 


PELLAGRA* 


By Gorvon E. Hern, M. D. 
AND 
Joun Merritt, M.D. 
San Francisco 


Discussion by George Dock, M.D., Pasadena; Fred B. 
Clarke, M. D., Long Beach. 


"THE oft-held viewpoint that pellagra is a con- 

comitant of poverty, crowding, poor hygiene 
and food, would lead one to believe that it should 
be uncommon in California, with her ample land, 
relative freedom from crowding, and abundance 
of green vegetables almost the year round. Yet, 
in the past few years at the San Francisco Hos- 
pital an increase has been noted in the number of 
patients presenting the clinical syndrome known 
as pellagra. This study covers patients who gave 
a history of onset after an alcoholic debauch or 
prolonged alcoholism, as well as those with a his- 
tory of dietary deficiency from other causes. Only 
patients who have had at least three of the major 
signs, symmetrical dermatitis, sore tongue, diar- 
rhea, or changes in the central nervous system, 
have been included in this report. Patients who 
presented questionable dermatitis, or some of the 
symptoms of the pellagra syndrome, were prob- 
ably true cases of milder type and would have 
raised the incidence materially, but they were 
excluded. 

Admissions of pellagrins to the San Francisco 
Hospital show a definite rise. The diagnoses were 
all made by the same men. Since the clinical pic- 
ture is so striking, we feel that a true increase is 
represented. An almost parallel increase is noted 
in the number of cases recorded by the State 
Board of Health of California, as indicated in the 
following table: 


TasLe 1—Showing Incidence of Pellagra in Different 


Years (Not Including Recurrences) 
State of 
California 
San Francisco Board of 
Year Hospital Health 
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PREDISPOSING FACTORS 


Since 1924 we have observed twenty-nine cases 
on the medical service of the University of Cali- 
fornia at the San Francisco Hospital. 


*From the Department of Medicine (San Francisco 
Hospital), University of California Medical School, San 
Francisco. 

* Read before the General Medicine Section of the Cali- 


fornia Medical Association at its Fifty-Seventh Annual 
Session, April 30 to May 3, 1928. 
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Sex.—The syndrome affected men more com- 


monly than women in the proportion of about 
18:11. 


Age.—Broadly speaking, the disease was found 
in persons over forty-five years of age, although 
the youngest patient was seventeen years old and 
the oldest sixty-seven years. In this very small 
series the women were younger than the men, but 
this is probably a coincidence. 

Residence—All but two had been in the city 
of San Francisco for a period of at least two years 
and approximately two-thirds had been here for 
twelve or more years. One of the two had lived 
in California for seven years, the other for twenty 
years. This is of interest because of the seasonal 
variations in the syndrome and because in San 
Francisco the changes in temperature with the 
various seasons are not marked. Moreover, al- 
though cool the year round, fresh vegetables are 
available throughout the year. 


Nativity—Twelve of the patients were native 
Californians ; eight were born in other states, two 
in Canada, three in Ireland, two in Italy, one 
in Hungary, and one in Spain. Missouri, Ten- 
nessee, Kentucky, Maine, Washington, West Vir- 
ginia, Georgia, and Pennsylvania supplied those 
not born in California. The large number of Irish 
people represented was surprising. In ten cases 
both parents were born in Ireland and in two 
others one of the parents was Irish. A large 
number of people of Irish extraction are admitted 
to the hospital, and during the month of January 
1926, sixty-seven patients with both parents of 
Irish birth, and thirty-one with one parent of Irish 
birth were admitted, which is 13 per cent of the 
number admitted, as compared with 34 per cent 
of Irish pellagrins. The rest were of English, 
German, Spanish, or Italian descent although all 
were born in the United States. 


Type of Quarters—As would be expected in a 
group of people in a charity hospital, the majority 
came from two localities where the dwellings were 
poor and quarters were not the best. About one- 
third came from rooms in cheap hotels or rooming 
houses, some from flats where they had been liv- 
ing, and in a few instances it was impossible to 
find where the patients had been. A few came 
from parts of the city where there is little crowd- 
ing. Only two came from the same address, that 
of a cheap hotel in the poorer section of the city. 
Both patients were there in 1926, one in April and 
one in September. Two had been in the county 
jail, one only two days and the other two weeks, 
with an interval of nine months supervening. 


Occupation—Five of the eleven women were 
married and worked at home, three others did 
housework, two were filing clerks, and one worked 
as a candy wrapper. The wages of those who 
worked were very low. 

Four of the men were laborers working where 
they could, but varied occupations were followed 
by the-rest. A hospital orderly, clerk, waiter, real 
estate agent, cabman, street-car conductor, two 
stevedores, teamster, moulder, carpenter, butcher, 


cigar-box maker, and boilermaker were repre- 
sented. 


PELLAGRA—HEIN AND MERRILL 335 


Diet —It was hard to gain an accurate concep- 
tion of the diet before the onset of the illness. 
As a whole the diets were unsatisfactory. Meat 
was eaten sparingly by the majority. Green vege- 
tables were reduced in the food almost as often 
as meat. In a few instances the diet seemed suffi- 
cient and other people on the same food did not 
become ill. 

Instances of markedly deficient diets were ob- 
tained. A girl had been told she was gaining 
weight (she then weighed 125 pounds). She 
voluntarily starved herself, her diet consisting 
principally of pastries in small amounts. On ad- 
mission to the hospital she weighed sixty-two 
pounds, had dermatitis of the hands and feet, 
sore tongue, diarrhea, and mental changes so ex- 
treme as to necessitate forced feeding. Another 
woman, because of lack of money, had deprived 
herself of proper food for over a year. She had 
eaten small amounts of bread, water, eggs, and 
milk, but had eaten almost no meat nor vegetables. 
Two of the women in the group stated that they 
were accustomed to take one or two glasses of 
unboiled milk daily, and three others used small 
quantities of milk. 

It was felt that probably unmarried men as a 
whole had a less balanced diet than married ones, 
and of the group of eighteen, fourteen were 
bachelors, two were separated from their wives, 
and only two were married. Of the women, one 
was single, five married, three were separated, and 
two were widows. 

Alcohol—Alcoholic excess was common and 
apparently often a precipitating factor. Seven- 
teen of the men and seven of the women gave a 
history of excessive use of alcohol. One man 
stated that he used it “moderately,” but went on 
occasional sprees. As a rule, the alcohol was taken 
in the form of “moonshine,” but two patients had 
taken ethyl alcohol diluted with methyl and both 
had well-marked optic neuritis. Another had been 
taking four bottles of Jamaica ginger daily. The 
impression gained was that a considerable number 
were recovering from acute prolonged intoxica- 
tion and several were on the verge of delirium 
tremens. Two women denied using alcohol and no 
evidence that it had been used was obtained. 

The rule was that illness followed “sprees” at 
a time when alcohol formed the chief article of 
food, although “alcohol” may have been acting on 
the intestinal tract or whole body over a prolonged 
period. 

Operations.—Three men had had operations on 
the gastro-intestinal tract; one had a gastrostomy 
with retrograde dilatation of the esophagus for 
stricture following a suicide attempt; the other 
two had had gastro-enterostomies, one ten years 
before for peptic ulcer, the other in 1916 for a 
similar condition. All were users of large amounts 
of alcohol. At present we have under observation 
a patient with gastric ulcer who developed severe 
pellagra while receiving jejunal feeding follow- 
ing operation in 1922. He recovered and has had 
no recurrence of any symptoms since, although he 
still has symptoms of ulcer. 

Season.—The majority of patients were ad- 
mitted to the hospital during the months of April 
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and May and July and August, in the following 
numbers : 


Jan. Feb. 
0 

Aug. 
4 


March April May 
2 3 5 


Nov. 
1 


June 
3 


Dec. 
2 


July 
6 


Sept. Oct. 
1 3 


(Including reéntries.) 


As near as could be determined, the month of 
onset was as follows: 
Jan. Feb. March April May 

1 1 1 6 2 
Oct. Nov. 

2 1 

In seven instances the history of onset was com- 
pletely unreliable. 

Symptoms.—Sore mouth and diarrhea caused 
most of these patients to seek relief, two came 
because of pains in the arms and legs, one was 
apprehended because of his mental state, and two 
were brought in because of acute alcoholic in- 
toxication. 

Dermatitis —The dermatitis uniformly affected 
the hands; it was symmetrical, most often over 
the back, and we could see no difference in cases 
where it had followed an alcoholic debauch and 
where a history of deficient diet was obtained. 
Lesions on the feet were present in three in- 
stances. One of the three had used alcohol ex- 
tensively, one moderately, and one not at all. 
Sometimes the skin changes appeared late in the 
disease. 

J. K., aet. forty-six, had a gastro-enterostomy ten 
years ago, which was still functioning. He had had 
severe attacks of diarrhea intermittently for the same 
period. He had been drinking four bottles of Jamaica 
ginger daily for some time before entry. There ex- 
isted severe diarrhea, a very sore tongue with exudate 
under it, abdominal pain, but no dermatitis. The pa- 
tient remained in the hospital under observation from 
June 14, 1926 to September 15, 1926, without any skin 
lesions occurring. He was transferred to the Laguna 
Honda Home with a diagnosis of pellagra without 
skin changes. After ten days he was sent to the Uni- 
versity of California Hospital, now showing a severe 
symmetrical dermatitis of both hands. The dermatitis 
persisted up to his death two months later. 


The skin of the neck was pigmented or thick- 
ened in four of the twenty-nine patients. The 
genitalia showed involvement, more commonly 
among the women, six of eleven having an in- 
flammatory lesion of the vulva and vagina, while 
only two of eighteen men had a dermatitis involv- 
ing the scrotum. No relation seems to exist be- 
tween the severity of the dermatitis and the termi- 
nation. Two of the patients with extremely severe 
dermatitis recovered while several with moderate 
skin changes died. The dermatitis in the group 
taking alcohol was fully as extensive and severe 
as in the group where a history of deficient diet 
was obtained. 

The lesions varied from mild, symmetrical, 
sharply limited inflammatory lesions to bullae for- 
mation and extensive exfoliation. Hypertrophy 
of the skin and pigmentation, particularly at the 
borders, were noted, as was late atrophy. In some 
instances the skin seemed to return to normal as 
far as could be determined by inspection. It 
cleared up in several patients long before the pain 
in the extremities disappeared. Most of the pa- 
tients expiring with the syndrome had dermatitis 


June 
3 


July Aug. Sept. Dec. 
3 3 0 1 
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at the time of death, but in one the skin was nor- 
mal when lethal exitus occurred. 

Gastro-intestinal—Symptoms associated with 
the gastro-intestinal tract were most distressing, 
exceeded only by the pains suffered in the ex- 
tremities. A sore, inflamed tongue was present in 
every case but three. The most common type con- 
sisted of a deep red, smooth, sometimes fissured 
tongue, not particularly swollen but very shiny 
with patches of whitish exudate on the under sur- 
face. Papillae could not be seen. With recovery 
the tongue regained its normal appearance. 

Diarrhea was present in all but three cases and 
usually was painless. There was one marked ex- 
ception, however. 

J. K. had periods when he had almost continuous 
excretion of fluid feces. At intervals he was better, 
but he always had diarrhea and always pain and 
tenesmus. He had had a gastro-enterostomy ten years 
previously, which was still functioning, and he also 
had drunk four bottles of Jamaica ginger daily. Diar- 
rhea had begun two days before admission and per- 
sisted to death, which occurred after five months. 

However, patients with extremely severe diar- 
rhea recovered. 

The sore mouth and diarrhea often disappeared 
before either the skin or nervous system mani- 
festations had showed any change. 

Gastric analyses were performed in eight cases, 
but in one of these only one estimation was made. 
Free hydrochloric acid was absent in six of the 
eight examinations, it was decreased in one, and 
was as high as forty in another. The patient with 
the high acidity was a woman with dermatitis, 
diarrhea, and sore tongue who, due to lack of 
money, had starved herself following her hus- 
band’s death. She had used no alcohol as far as 
could be learned. All of those patients in whom 
the free hydrochloric acid was absent had been 
heavy users of alcohol. The feces were exainined 
for blood in only eight patients, with negative re- 
sults in five and blood showing in three. In one 
of the three the blood may have’ come from 
hemorrhoids. No investigations for photodynamic 
fungi were attempted. 

W eight-—Loss of weight at times was extreme. 
One patient weighing 125 pounds dropped to 62 
in three years, another lost 32 pounds in six 
months, and one lost 20 pounds in three months. 
A man weighing 138 pounds on entry lost steadily 
for two and one-half months to 115 pounds, re- 
mained constant for five weeks, and then gained 
weight at the rate of one pound daily for twenty- 
one days, gaining more slowly thereafter. 

Nervous System.—Involvement of the nervous 
system was hard to estimate. The similarity of 
the changes in pellagra to those following alcohol 
poisoning, both central and peripheral, with the 
frequent history of indulgence in the latter made 
it impossible to determine which factor was play- 
ing the major etiologic role. 

Mental deterioration varying from moderate 
mental slowing to definite delusions was noted 
in seven of the twenty-two patients. Six had 
marked hallucinations, chiefly visual. Those with 
hallucinations had tremor and looked like alco- 
holic patients with delirium tremens, which they 
may have been. Of six with hallucinations, four 
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died, although one who had both hallucinations 
and delusions recovered and was still well five 
months after leaving the hospital. Mental deteri- 
oration seems to carry with it a more serious 
prognosis than diarrhea or dermatitis. 


Over one-half of the patients had pain in the 
legs, as a rule described as burning, but some- 
times as tingling or aching, with occasional attacks 
of sharp, stabbing pain. It was not controlled by 
ordinary measures such as heat, acetylsalicylic 
acid, salicylates, cinchophen, or codein. Heat 
made it decidedly worse, and it was a common 
experience to find patients with their feet un- 
covered and hanging over the edge of the bed in 
order to get relief. Ice bags or cold water did 
not help. The pain at first was often continuous 
with exacerbations, but as the individual im- 
proved, it came on in attacks lasting from minutes 
to hours. As is often the case, it was distinctly 
worse at night. 


Unfortunately the duration of the pain was 
sometimes for months, and long after the sore 
tongue, diarrhea, mental symptoms, and derma- 
titis had disappeared it persisted to make the pa- 
tients miserable. It was present in three patients 
who died, but was extremely severe and persistent 
in some that recovered. In itself it seemed to 
have little prognostic significance. Occasionally 
it was also present in the upper extremities. 

One man had tuberculosis and, following drinking 
“moonshine,” developed dermatitis, diarrhea, sore 
mouth, and pain in the legs. His patellar reflexes dis- 
appeared and he apparently recovered after one and 
one-half months, the pain being the last to disappear. 
A year later he was taken to the San Francisco 
Tuberculosis Hospital, where no evidence of return 
of pellagra was noted with the exception of persist- 
ently absent patellar and Achilles reflexes, which may 
have been the result of alcoholic poisoning. He died 
from pulmonary tuberculosis one year and two months 
later, and during this period before his death he had 
no symptoms or signs suggesting pellagra. 

Blood.—A mild secondary anemia was the rule, 
although both hemoglobin and red cells remained 
high in a few cases. Leukocytes were more often 
around 9,000 to 11,000, but varied from a distinct 
leukopenia of 3,650 to a leukocytosis of 26,000. 

In two cases where the anemia was marked the 
color index was well above one, and white cells 
were decreased, the blood of both patients resem- 
bling that of a man described by Koessler. 


Of the two patients in whom the anemia was 
marked, one died, the other recovered. As has 
been noted and confirmed more recently by Huck, 
eosinophilia is not uncommon, and with improve- 
ment the eosinophils increased in number. We 
found eosinophils present in the blood smears 
taken when the patients were admitted in slightly 
over one-half of our patients. As a rule, those 
with eosinophilic polymorphonuclear cells recov- 
ered although three who showed this type of cell 
early, died later, and, as Huck has so clearly 
pointed out, one must remember that the blood 
changes with the progress of the disease. 

It was noted that the finger nails were curved 
in the long diameter in six men and in one 
woman, but the presence of pulmonary emphy- 
sema in two, and pulmonary tuberculosis in the 
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third were adequate in explaining the shape of the 
nails. In the other four patients no satisfactory 
cause of the curving was evident. 


MORTALITY 


Twelve of the twenty-nine patients died. Two 
of them died of pulmonary tuberculosis and 
neither of these had symptoms or signs of pella- 
gra at the time of death. In ten, pellagra and 
alcoholic poisoning were the chief factors in caus- 
ing exitus. All had received a high caloric and 
high protein diet which contained a satisfactory 
vitamin content. One, in addition, had received 
a proprietary mixture supposedly high in vitamin 
content. In his own words, he attributed his 
trouble to “too much booze,” as was not unusual 
among this group. Autopsies were done on three 
dying of alcoholism and pellagra. The results 
were disappointing. Edema of the meninges was 
noted twice, but otherwise the central nervous sys- 
tem was considered negative by the examining 
pathologist. A subepithelial infiltration of lympho- 
cytes and plasma cells was found in the tongue 
in two cases. The rest of the gastro-intestinal 
tract was negative, with the usual methods of 
examination. 


RESULTS IN THOSE RECOVERING 


One woman (A. M.) returned one and one- 
half years after her original illness with pellagra, 
insisting that she had taken no alcohol in the 
interim. 

After one and one-half years the girl (M. N.) 
who had starved herself to render herself thin 
returned with mental symptoms, but no dermatitis 
and no gastro-intestinal involvement. 

An Italian who had very definite symptoms re- 
turned in thirteen months with advanced tubercu- 
losis from which he died. There was no recur- 
rence of pellagrous symptoms. 


One woman (B. S.) had a recurrence follow- 
ing an alcoholic debauch. 


A man (G. O.) was admitted to the hospital 
for the third time since June 1926. He had stric- 
ture of the esophagus, and used both methyl and 
ethyl alcohol. He had very severe neuritis, derma- 
titis, sore tongue, and diarrhea. Since leaving he 
insists that he has not used alcohol in any form. 
He has had no recurrence of the dermatitis, nor 
of the sore tongue, or diarrhea. The first reentry 
was because of a peripheral neuritis with wrist 
drop and a trophic ulcer. The second was for 
trophic changes in the feet. 


We have at present under treatment a man who 
had pellagra in 1922 following a gastrojejunos- 
tomy with jejunal feeding. He has had no recur- 
rence since 1922. 


One other man had pellagra while in Arkansas 
thirteen years ago. He has had repeated recur- 
rences each spring, marked chiefly by the derma- 
titis. Prior to the first attack, he had taken from 
one to three quarts of whisky daily for three 
years and had been on a three-day spree one week 
before the onset. He has not drunk liquor since. 
On his present entry, thirteen years later, he had 
a scaling dermatitis of the backs of both hands 



















338 CALIFORNIA AND WESTERN MEDICINE 





which disappeared after a few days of general 
diet, supplemented by lemon juice. 


CONCLUSIONS 


1. Pellagta is relatively common in San Fran- 
cisco. More cases were seen in 1925 and 1926 
than in previous years. 

2. A deficient diet seems to be the most com- 
mon etiologic finding. Unmarried men, probably 
because of this, are more commonly affected. 

3. Alcoholism seems to be a predisposing factor 
in the majority of cases. 

4. No difference could be detected between 
those cases with a history of alcoholism and those 
with no such history. 

5. Gastro-intestinal disease may be a predispos- 
ing element. 

6. The majority of patients first had symptoms 
in the spring (April), although little change in 
temperature occurs with the change in seasons. 
The character of the sunlight may be different in 
spite of the even temperature. 

7. The syndrome is more common among the 
Irish people of San Francisco. 

San Francisco Hospital. 


DISCUSSION 


Georce Dock, M. D. (94 North Madison Avenue, 
Pasadena).—In the unsettled condition of the etiology 
of pellagra this paper is timely and should excite the 
interest of health officers and practitioners. If twenty- 
nine typical cases could be observed in one hospital 
in three years there must have been many atypical 
cases, and family physicians, dermatologists, and 
neuropsychiatrists could with advantage review their 
case histories and see how many pellagrins were given 
erroneous diagnoses. The figures given are no cause 
for alarm, but at the same time show the existence 
of a promising field for investigation. The alcohol 
factor is a most interesting one, and the more or less 
concealed use of alcohol indicates a need for a more 
careful scrutiny of its possible effects. Alcohol, of 
course, is used in its popular and not its chemical 
meaning. In all future cases giving such histories the 
conditions previous to the supposed onset should be 
carefully investigated. Relatives and neighbors living 
under similar conditions should be sought out, exam- 
ined and tabulated. There is also material for study 
in the large number of people who live on irrational 
diets, as many do for various reasons—financial, cos- 
metic, and other. The study should include cases 
of pellagra occurring in people in living conditions 
superior to those in the group reported. The paper 
should be carefully studied by all physicians and the 
diagnostic suggestions born in mind at all times. 


c 


Freo B. Crarxe, M. D. (1006 Pacific Southwest 
Building, Long Beach).—Alcohol seems to have been 
a contributing factor in the development of pellagra 
in the cases described, and one might reasonably con- 
clude that anything that interferes with normal diges- 
tion and assimilation is of decided importance in the 
development of this syndrome, as this condition has 
been known to occur in patients with disease of 
the gastro-intestinal tract (carcinoma, etc.) when the 
lesion is sufficiently widespread to interfere with 
digestion. 

In Italy, where this disturbance has been prevalent 
for years, the diet of the peasants is polenta, a thick 
gruel made from cornmeal. This item of diet is made 
up in large quantities at a time and quickly becomes 
fermented, but the family continue to eat this from 
day to day until the supply is exhausted. One might 
reasonably suppose that eating of polenta after fer- 
mentation might be a contributing factor in the cause 
of such a widespread condition in that country. 

Casal in the seventeenth century stated that pellagra 
was a disease of the poor and undernourished and 
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also the result of dietary deficiency. Zannetti, Mar- 
zari, Lombroso, and many others who have devoted 
years to the study of this disease reached a similar 
conclusion. Lombroso stated that if individuals could 
select their diet, pellagra would disappear. 

In our own country, Goldberg has shown that diet- 
ary deficiency has resulted in pellagra, occurring in 
the institutions of the South, and that by improving 
the dietary they were able to prevent the occurrence 
of pellagra in one institution, where two hundred and 
thirty-four cases occurred the year before. 

Sambon, Joslin, Peterson, and others believe that 
there is a specific etiological factor, probably an infec- 
tion which is communicated from one individual to 
another, and there is the additional evidence of the 
Thompson-McFadden Pellagra Commission to sup- 
port their view, but at the present time the majority 
of men believe that this disease is due to dietary defi- 
ciency, whether lack of fat soluble A, water soluble B, 
or both, or a too low proteid. 

In the year 1910 there occurred in the Cook County 
Institute at Dunning, Illinois, sixty-five cases of pella- 
gra. These cases were studied by Pollock, Dick and 
Clarke, and their observations were published in the 
Journal of Infectious Diseases. It was concluded by 
them that the diet in their institution was insufficient 
and the diet was increased by the addition of cereals, 
beans, peas, and meat, with the result that there was 
a decided decrease of the disease in the institution 
the following year. This method of increasing the diet 
was utilized by other institutions in Illinois, where 
there were approximately four hundred and fifty cases 
of pellagra in 1910, with satisfactory results in lessen- 
ing the occurrence. The factor of alcohol was not 
considered as having any bearing on pellagra in the 
Illinois institutions, as these patients to a large extent 
had been inmates of the institutions for quite a period 
of time before becoming ill. 

® 

Doctor Hein (closing).—In conclusion I wish to 
acknowledge indebtedness to Doctors Leroy Briggs, 
E. R. Twitchell, and E. Bruck for cases seen in their 
wards at the San Francisco Hospital. 


ALLERGIC RHINITIS* 


By H. P. Merriti, M.D. 
Los Angeles 


Discussion by Simon Jesberg, M.D., Los Angeles; 
Cullen F. Welty, M.D., San Francisco; Albert H. Rowe, 
M.D., Oakland. 


LLERGIC rhinitis is a recurrent or practi- 

cally constant disturbance in which the mucous 
membrane of the nasal cavity becomes turgescent 
and pours out a large amount of watery secretion. 
It is not a disease entity, but a local manifestation 
of a general hypersensitiveness to irritants, gener- 
ally proteins, but probably to other substances as 
well. It is often accompanied by other types of 
allergic reaction, such as asthma, and like such 
must be considered as a symptom and not as a 
disease. 

It is not the purpose of this paper to discuss 
asthma and hay fever, but to direct attention again 
to cases which have been classed as neuroses, vaso- 
motor rhinitis, and hyperplastic rhinitis by the 
rhinologist, and which by the allergists have been 
considered a minor part of a general reaction. 
The members of this group have been mentioned 
as preasthmatic conditions by some authors and 
their study and prompt recognition as such has 
been urged. Early diagnosis and proper treatment 

*Read before the Eye, Ear, Nose, and Throat Section 


of the California Medical Association at its Fifty-Seventh 
Annual Session, April 30 to May 3, 1928. 
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of these conditions will do much to .prevent the 
development of many of the chronic cases of 
asthma and sinus infection which so often make 
life miserable for patient and physician alike. 


SYMPTOMS AND SIGNS 


These patients come to us complaining of acute 
or chronic symptoms, depending upon the ex- 
posure to irritating substances. Most of the cases 
that we have seen have been chronic, as the acute 
symptoms, unless of very frequent recurrence, 
are considered to be due to acute colds, and such 
patients rarely seek medical aid. The chronic 


cases in their various.stages of severity are very 
common. 


The acute attack begins with a sense of uneasi- 
ness in the nose and a tendency to sneeze. This 
is soon followed by an intense itching in the nose, 
often extending to the pharynx and ears. The 
nose is partly or completely blocked by the tur- 
gescent mucous membrane and there is a profuse 
discharge of watery fluid. This is at first per- 
fectly clear, but if the attack persists for a few 
days it becomes thicker and cloudy in appearance. 
The mucous membrane does not show the redness 
that accompanies an acute cold, but is paler. 
Sometimes bluish pink or pale red polyp-like 
swellings are noted. The most characteristic sign 
is the marked edema of the mucosa and the 
profuse discharge. More or less headache and 
malaise are usually present. 


When the condition persists over a period of 
months or years the appearance of the nasal tis- 
sues varies. There may be a thick red mucosa 
covering the turbinates and septum, with pouring 
out of a large amount of more or less purulent 
mucus. Reddish polyp-like masses may project 
from the middle meatus and from the free edge 
of the turbinate. A considerable variation in ap- 
pearance will be noticed if these cases are exam- 
ined at short intervals. Exercise, temperature 
changes, smoke, and other physical factors as well 
as the specific irritant often change the whole pic- 
ture for a period of a few minutes or hours. 
Some of these patients remain in about the same 
condition for a long time and make up cases of 
vasomotor rhinitis and chronic hay fever. In 
other patients the chronic edema results in typical 
mucous polyp formation on the turbinates and in 
the sinuses. The polypi may recur as fast as they 
are removed, if the cause is not removed at the 
same time. The whole appearance at this stage is 
that of the condition which we have known for 
years as a hyperplastic rhinitis or sinusitis. Both 
types have been connected with hay fever and 
asthma for years, and are frequently referred to 
as the asthmatic nose. The discharge may become 
purulent because of the suppuration in the sinuses, 
but it is one of the characteristics of hyperplastic 
rhinitis that the discharge is watery and not puru- 
lent. It is never the so-called “pure pus” that is 
present in sinus suppuration following influenza 
and other acute infections. 


Most of these patients show no evidence of 
seasonal change. The severity of the symptoms 
varies from time to time, and complete removal 
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from the source of irritation often will bring about 
remarkable improvement; with return of symp- 
toms as soon as the irritant is again present. 


ALLERGIC RHINITIS IN CHILDREN 


Children furnish many examples of allergic 
rhinitis. They come to us with a history of recur- 
rent or constant colds, with intermittent or almost 
unceasing obstruction of the nose. This is usually 
bilateral, but often changes erratically from one 
side to the other. It is never strictly unilateral. 
The discharge is watery or mucoid and never 
frankly purulent. There is rarely polyp forma- 
tion in these children, but only a soft bogginess 
of the mucous membrane. Most of these children 
have had their tonsils and adenoids removed and 
have gone through other treatment procedures, 
but without the expected improvement. 

Many of the cases in children are due to food 
sensitization, a fact which has often been over- 
looked, and such patients not infrequently drift 
into the hands of food cultists. It is hardly neces- 
sary to state that food faddists often deprive their 
patients of many foods that have no bearing on 
the symptoms of their patients. Our own litera- 
ture has many reports of improvement in children 
after dietetic regulation, but until the allergic 
studies of the past few years were reported, much 
of such dietetic regulation rested on a somewhat 
empiric basis. 

The pathology present in these cases may be 
said to vary from a simple edema of the tissue 
in the acute cases to the bony and soft tissue 
changes of hyperplastic rhinitis. The gross and 
microscopic appearance have been described many 
times. 

DIAGNOSIS 


In making a diagnosis the importance of a care- 
ful history cannot be overestimated. The occur- 
rence of other allergic symptoms, such as asthma, 
hay fever, hives, eczema, and “foods that dis- 
agree,” should be noted. The time when the 
symptoms are worse, the surroundings of the pa- 
tient at home and at work, are all important. The 
patient or his parents often have ideas on these 
things that are worth investigating, or the patient 
may have noticed something that has been con- 
nected with an increase in symptoms. 


The family history is important, for Cooke and 
others have shown that the inheritance of allergy 
follows Mendel’s law, although the symptoms and 
exciting cause in the parent may be entirely differ- 
ent from those in the child. That is, the parent 
may have asthma due to grass pollen, and the child 
eczema due to eggs 


In the diagnosis of the specific agent at fault 
in any particular case the skin tests are invalu- 
able. They must be properly and thoroughly done 
and generally repeated several times if they are 
to give worthwhile information. Experience has 
shown the value of trying out many test sub- 
stances. A positive skin reaction with any special 
substance does not necessarily mean that the spe- 
cial substance has anything to do with the symp- 
toms, but it does prove that the patient is allergic. 
All positive skin reactions must check with the 
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history and other findings to be of value. Duke 
has formulated four rules which must be fulfilled 
before the suspected substance can be assigned as 
the specific cause of the symptoms. 


It has been shown that infection in the sinuses 
can sensitize the patient to bacteria and other 
products. The bacterial cases are not so common 
as other types of sensitization. The diagnosis is 
generally reached by excluding other causes and 
demonstrating the causative bacteria through an 
occasional reliable skin reaction to bacterial pro- 
tein. It must be kept in mind that the sinus infec- 
tion is often secondary to the allergic changes 
and may disappear with improvement in the aller- 
gic condition of the patient. 


There is a definite group of these cases which 
cannot be diagnosed by our present skin tests, but 
with the increased number of test substances this 
is decreasing from year to year. These cases may 
be due to physical agents, such as changes in tem- 
perature or light, or to certain endocrine disturb- 
ances. They are usually difficult to diagnose and 
require much time and study to solve. 


Some of the patients never show any symptoms 
except in the nasal reactions. Others develop 
asthma of more or less severity and chronicity. 
Experience has shown that the vagaries of the 
condition are most remarkable. Spontaneous re- 
coveries seem to occur, or the type of reaction 
changes. Acute febrile diseases, infections, anes- 
thetics, operations, or anything that produces a 
profound shock have been known to give tempo- 
rary relief. 


TREATMENT 


Because of the hereditary nature of these condi- 
tions we believe that an absolute cure is rarely 
possible. However, relief from all symptoms is 
often possible, and most of these patients can be 
benefited if carefully studied and properly treated. 


Whenever possible the treatment of these pa- 
tients should be directed to the removal of the 
specific cause. Foods to which the patient is sen- 
sitive can usually be entirely eliminated. Contacts 
with animal emanations can be minimized or done 
away with altogether. 


Reactions to several foods or air-borne sub- 
stances is common, and the relative importance of 
each of these must be determined. In these multi- 
ple reactions it is often found that most of these 
substances are either potential or actual causative 
factors in the production of symptoms. 

Complete cooperation on the part of the patient 
is necessary or the treatment is doomed to failure 
from the start and should not be undertaken. As 
permanent desensitization is difficult, considerable 
cooperation on the patient’s part may be necessary 
for an indefinite period. 

Sensitization to One or more pollens is fre- 
quently encountered in these patients. In southern 
California several grasses and weeds are in con- 
stant pollination, and that fact accounts for many 
atypical symptoms. The toxicity of pollens is 
so much greater than that of most other sub- 
stances that, whenever sensitization to them is 
found, the patient should be desensitized to the 
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offending pollen. Relief often follows although 
the skin reaction to the other substances persists. 


Surgery is indicated whenever an anatomical 
deformity or sinus infection demands correction. 
The relief following surgery alone is not apt to 
be permanent and this should be explained to the 
patient, but it is a fact that surgery of some sort 
is often of benefit. Some of these cases are so 
mild that cauterization of the lower turbinate will 
give relief for a long time and our treatment may 
be limited to this, with no attempt at specific treat- 
ment. There are a few cases where destructive 
surgery is indicated, as a last resort for whatever 
relief it will give. 

Palliative treatment is worth while at times, and 
here the various astringents which have been used 
for many years may be tried. Ephedrin gives the 
longest relief of any of the local applications and 
has fewer unpleasant effects. 


Encouraging results have been reported follow- 
ing the use of calcium salts, as it is said that many 
of the patients have a low blood calcium. Our 
experience with calcium chlorid intravenously, 
with and without parathyroid and with glandular 
therapy has been disappointing. 


Many of these cases are complicated, and with 
them many kinds of treatment will be necessary, 
depending on the indications in the individual 
cases. We do not advocate any one treatment to 
the exclusion of all others, but the recognition of 
the allergic basis of the symptoms should help in 
the clearing up of nasal conditions which have 
been refractory to treatment in the past. 

702 Rowan Building, 458 South Spring Street. 


DISCUSSION 


Simon Jesperc, M. D. (1151 West Sixth Street, Los 
Angeles).—There has been too little codperation be- 
tween the allergist and the rhinologist, with the result 
that they hold widely different viewpoints of this 
matter. 

Certain changes occur in the nasal tissues as a re- 
sult of systemic protein reaction which I believe are 
usually sufficiently characteristic to be recognized as 
such and not confused with other nasal disease. 


The pale, thickened mucosa blocking the nasal 
fossae, with its water-logged appearance, is hardly 
caused by any other condition. It is true that much 
other nasal pathology may be present in patients who 
have allergic rhinitis, but these can hardly be at- 
tributed to allergy but are, rather, the result of nasal 
and sinus blocking by the swollen mucosa caused by 
the allergic rhinitis. 


It is certain that there are many noses in which 
there exists allergic thickening of the nasal tissue and 
in which there is no other nasal disease. 


It is also quite certain that no amount of surgery 
or other nasal treatment can remove the susceptibility 
of nasal tissue reaction to protein sensitization. If 
other nasal disease or obstruction is corrected the 
effect of the allergic rhinitis is less distressing. 


The nasal picture of acute protein reaction differs 
from the chronic in that there is more hyperemia and 
the tissues do not seem so firm. 


& 


Cutten F. Wetty, M. D. (210 Post Street, San 
Francisco).—In a discussion on allergic rhinitis, from 
the standpoint of an ear, nose, and throat specialist, I 
think it would be more logical to go into the pa- 
thology and malformations that happen in the ear, 
nose, and throat patients than to accept what has 
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been said by physicians who do not possess sufficient 
knowledge of the ear, nose, and throat to make an 
accurate diagnosis. 


You must always bear in mind that at least 60 to 80 
per cent of all these cases depend primarily upon 
lesions such as were here referred to. So in an an- 


alysis of a given case these things first should be 
excluded. 


The author says that some of his cases have polypi 
formation from allergic rhinitis. Now this cannot be 
so. I have seen, and so have many other ear, nose, 
and throat specialists, an acute exacerbation of an 
old nasal condition that will resemble a polypi forma- 
tion, but at the expiration of the acute exacerbation 
this polypi formation will have disappeared. We have 
perhaps an infection of the mucous membrane of the 
ethmoids, so that the~tissues were overfilled with 
secretion and after the subsidence of the acute infec- 
tion everything subsided. Now such conditions do not 
present themselves in a healthy nose. This particular 
case had something wrong, probably a sinus infection, 
and more than likely an infection of the ethmoid. 
Now as to the kind of ethmoid involvement. First, 
from contact, either septum or lateral nasal wall. 
Second, to an overfilled ethmoid with blood that in 
return produces a watery secretion. This is the class 
of cases that the essayist particularly speaks of, and 
this one alone is the only one that can be included 
in an allergic condition. 


I have never seen a case like this that did not have 
a contact from a deviated septum or real pathology 
in the middle meatus. All ear, nose, and throat spe- 
cialists who have done operating of any moment will 
tell you that frequently they will find a pathologic 
condition at operation that they were not able to 
demonstrate before. 


_ Indeed you can go a few steps further by exclud- 
ing hypertrophy of the posterior end of the middle 
and inferior turbinates, as well as adenoids and tonsils. 


The comments on the findings in a particular case 
of allergic rhinitis, should first read: 


Nose, R. S., after cocain anesthesia: Septum in the 
median line; no contacts of the middle turbinate with 
the septum or the lateral wall of the nose; no contacts 
with the inferior turbinate; no hypertrophies. No 
secretion in the middle meatus or in the olfactory 
fissure. No adenoids or tonsils. 


After excluding all possible physical cause, one is 
ready to begin the study of the allergic reactions. 


My reason for going into details in regard to nasal 
findings, is based upon my own practice with patients 
who have been diagnosed as allergic; and I must infer 
from the nasal findings that the work has been done 
by physicians who do not know how to recognize 
nasal pathology or malformations, because some of 
these cases had large, pathologic lesions, as well as 
marked malformations. 


In fact, I am not familiar with a case of asthma or 
hay fever that has not had one or the other. 


I could not do better than refer you to a symposium 
conducted by the sections of laryngology, otology, and 
rhinology at the seventy-eighth annual session of the 
American Medical Association, held in Washington, 
D. C., May 20, 1927. 


This work was carried out at Jefferson Medical 
College and deals with the subject in an important 
way. It is most interesting for anyone seriously inter- 
ested in the subject:* 


Apert. H. Rowe, M.D. (242 Moss Avenue, Oak- 
land).—Allergic rhinitis or perennial hay fever as 
Doctor Merrill states is usually due to sensitization 


* Full report under the following: 


James S. McLaughlin, Jour. A. M. A., September 10, 1927. 
J. Alexander Clark, Jour. A. M. A., September 10, 1927. 
P. S. Stout, Jour. A. M. A., September 10, 1927. 

William F, Manges and S. J. 

September 10, 1927. 

Lewis H. Clerf, Jour. A. M. A., September 10, 1927. 
John Eiman, Jour. A. M. A., September 17, 1927. 
H. B. Wilmer, Jour. A. M. A., September 17, 1927. 


Hawley, Jour. A. M. A., 
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to inhalant substances such as animal emanations, 
house dusts of various types, orris root, occupational 
dusts such as wood dusts, cereal dusts, and many 
others of organic nature. It is especially important 
to think of the various dusts in occupations, such as 
dusts of seeds, bulbs, and flowers in the floral busi- 
ness, coffee dusts, or that of spices in the selling of 
such foods. These merely suggest the many possibili- 
ties which must be considered by the allergist in the 
analysis of the patient with allergic rhinitis. Pollen 
is rarely the cause of an all-year-round type of hay 
fever though occasionally a sensitization to pollens in 
several or all of the groups of tree, grass, weed, and 
flower pollens results in an all-year-round type of 
rhinitis. Pollen sensitization, moreover, is frequently 
associated with other types of sensitization which 
complicate the problem of therapy. Food as a cause 
of allergic rhinitis is not infrequent. I called attention 
to such sensitization in my article on food allergy 
(Rowe, Albert H.: Food Allergy—Its Manifestation, 
Diagnosis, and Treatment, J. A. M. A., 91:1623, No- 
vember 1928), presented before the American Medical 
Association last May, and Eyermann has recently 
published a reprint of such cases. Skin tests are not 
commonly positive in such food sensitive patients, but 
I have found that my “elimination diets” have been 
most helpful in diagnosis and treatment. 


I agree with Doctor Merrill that skin-testing in 
cases of allergic rhinitis should be thorough and care- 
fully executed. In practically every case testing should 
be done to all foods, pollens, animal emanations, dusts, 
orris root, pyrethrum, and miscellaneous substances 
that the case history and a study of the occupation, 
habits and environment of the patient suggest. Such 
testing should be repeated if the initial control and 
therapy do not produce results. If negative cutaneous 
tests are obtained intradermal tests with substances 
under suspicion should be done. 


Certain patients with negative skin reactions and a 
negative family and personal history of allergy pre- 
sent many symptoms of allergic rhinitis due, however, 
to infections of the sinuses and especially of the 
antrums. However, these cases are not especially 
common; many diagnosed as such are due to sensiti- 
zation to some inhalant or food which careful study 
over a proper period of time by the qualified allergist 
should have revealed. Vaccine therapy for super- 
imposed secondary infection or occasional bacterial 
allergy producing allergic rhinitis must be given in a 
careful manner with properly prepared antigens. 

In regard to treatment I feel that surgery should 
only be done after the allergist has examined the case 
and carried out indicated therapy to ascertain results. 
In dust-sensitive patients the control of the environ- 
ment must be absolute, often requiring personal super- 
vision and inspection in the patient’s home and usually 
dust desensitization is beneficial. Orris desensitiza- 
tion requires orris-free powders and proper desensiti- 
zation, Food allergy requires careful diet supervision 
of the type suggested above. Space does not permit a 
discussion of other types of therapy and desensitiza- 
tion. I feel that surgery is only indicated where defi- 
nite evidence of infection is present or where large 
polypi or definite nasal abnormalities are obstructing 
the nasal passages. Even then allergic control is often 
helpful and indicated before surgery is attempted, and 
the postoperative recovery is much quicker and more 
satisfactory from the surgeon’s point of view if the 
allergic etiology is brought under control. With 
proper allergic therapy, polypi, as Coke reports, may 
shrink without removal. I have seen so many cases 
of allergic rhinitis, previously operated on without any 
relief, which have been definitely controlled with 
proper allergic treatment that I feel the allergist 
should first determine the possible presence of an 
active allergy and bring such under control before any 
surgery is attempted. The ethmoid and turbinate con- 
tacts are often due to membrane swellings due to 
allergy, the control of which removes the swelling 
without surgery. It is fortunate that the importance 
of allergy as a cause for the boggy swelling of mucous 
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membranes and blocking of sinuses and nasal pas- 
sages is being recognized by most nasal specialists. 
we 


Docror Merritt (closing).—I realize that this is not 
an orthodox paper for a rhinologist, but I believe that 
most of the statements are correct. 

Anyone interested in rhinology will derive a great 
deal of profit from reviewing the literature as far back 
as possible. He will then be in a position to decide 
how much of our teaching about nasal reflexes and 
contact points is founded on scientific fact and how 
much is pure dogma. Then let him do the same with 
the literature on allergy. There are some rare flights 
of imagination there as well. With the established 
facts as a starting point, his clinical experience will 
show the vast importance of the study of allergy to 
the rhinologist. 


DERMATOLOGY AND THE GENERAL 
PRACTITIONER* 


REPORT OF CASE—SPONTANEOUS GANGRENE 
OF SKIN 


By C. Ray Lounsserry, M. D. 
San Diego 


Discussion by Ernest Dwight Chipman, M. D., San 
Francisco; H. C, L. Lindsay, M. D., Pasadena; F. H. 
Stibbens, M.D., Oakland. 


ONL -Y in recent years has dermatology, as a 

separate division of general medicine, been 
recognized and, in America, been given a place in 
the curricula of medical schools. For many years 
the dermatologist took a prominent place in shap- 
ing the destinies of medical practice in the old 
world; but in America it has only been within 
the last decade or so that Stelwagon, Ormsby, 
Stokes, Morrow, Pusey, Sutton, and others re- 
ported their investigations in this specialty. The 
early history of skin diseases abounds in the good 
work performed by the staff members of the 
London Skin and Cancer Hospital. The staff 
members of that institution wrote extensively, and 
it is due to their research and study that we owe 
much of our present knowledge concerning dis- 
eases of the skin. 

The fact that many diseases have symptoms 
which manifest themselves, if not primarily, at 
least, secondarily upon the skin, indicates the im- 
portance of dermatology in the scheme of general 
medicine. 

Few disease groups are more confusing than 
those associated with the dermal system. Diag- 
nosis is not only difficult, but treatment many 
times is almost empirical. 

Anaphylactic reactions due to foreign proteins 
are very numerous. Years ago foreign proteins 
were not recognized as such, and the term ana- 
phylaxis was not used. Nowadays, as one of our 
leading dermatologists has stated : “The phenome- 
non of anaphylaxis should be thoroughly studied 
by those who are interested in diseases of the 
skin.” By anaphylaxis is meant the hypersensi- 
tiveness of an individual to a foreign protein, 
which has either been ingested or has in some way 
come in contact with the dermal system. Kolmer 
in his textbook on “Infection, Immunity and Spe- 
cific Therapy,” states: “When a foreign protein 
is introduced into the animal body either by in- 
ternal or by external administration, usually after 

* Read before the Dermatology and Syphilology Section 


of the California Medical Association at its Fifty-Seventh 
Annual Session, April 30 to May 3, 1928. 
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a time a specific hypersensitiveness of the animal 
for this protein will appear.” Successive injec- 
tion of foreign proteins may produce systemic 
reactions resulting in great illness, many times 
followed by death. According to Rosenau: “Ana- 
phylaxis may be considered: as a condition of 
unusual or exaggerated susceptibility of the or- 
ganism to a foreign protein.” 


Chipman states: “In our search for etiologic 
factors we now have a list of possibilities, most of 
which belong to the present generation. I believe 
that it is fair to propound the following as worthy 
of complete investigation in every dermatosis of 
unknown origin—focal infection, the sympathetic 
nervous system, the internal secretory system, pro- 
tein sensitization, and disturbed metabolism.” 

The diagnosis of skin diseases requires pains- 
taking care. A complete physical examination 
should be made, following a careful history. The 
laboratory examination should be thoroughly done. 
The blood should be examined for a possible luetic 
or hidden tuberculous infection, especially if the 
disease is of a serious, chronic or of unknown 
character. For example, a Wassermann or a Kahn 
test should be done in all chronic dermatoses. 

The question arises as to whether failure in 
diagnosis does not result from not following the 
examination methods taught in modern medical 
schools. Short cuts are taken, ointments are pre- 
scribed, the condition is called an eczema and the 
patient is dismissed. Instead of such a course the 
lesion should have been examined with a magnify- 
ing glass, under natural light, and the objective 
signs and subjective symptoms closely studied and 
considered. 

Anatomically there is one layer of the skin 
which is the seat of nine-tenths of all chronic 
skin troubles—the corijium. The corium is impor- 
tant because it is this layer that contains the hair 
follicles, the sweat and oil glands as well as the 
superficial lymphatics. The respiration of the skin 
is controlled by the delicate machinery hidden in 
this layer; and here the secretory function is con- 
trolled, as well as the heat regulation. Thus a 
study of the anatomy and physiology of the skin 
makes for a better understanding of the course of 
skin diseases. 

Treatment in most instances can be divided into 
two phases: constitutional and local. Constitu- 
tional treatment consists in the administration 
of general tonics, sedatives, purgatives, intestinal 
antiseptics, diuretics, animal extracts, antitoxins, 
vaccines, and serums. Local treatment is that 
which is applied externally, such as hot baths, hot 
compresses, hot plasters, soaps, ointments, dusting 
powders, lotions, oils, pastes, electrophysiotherapy, 
x-ray emanations, and radium. 

Individual methods of treatment are much used 
in dermatology. What is good for one individual 
will react unfavorably upon some other, due to 
the sensitization of different people. Technique 
in treatment is very important, especially when 
electrophysiotherapy is used. Each patient’s toler- 
ance should be determined before prescribing too 
freely. By so doing, untoward reactions can often 
be prevented. 

Adequate equipment is very important. The 
day is past when all a dermatologist needed was 
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a prescription pad. Equipment might well include 
a dermal x-ray, quartz rays, infra-red rays, high 
frequency current, radium, carbon dioxid snow, 
and an electrolytic outfit. A complete laboratory 
should be accessible. A dermatologist should be 
able to do Kahn tests in his office. His office 
should be lighted by natural light from at least 
two sides, and should be neat and clean. 


The dermatologist should himself be free of 
skin diseases. 


Spontaneous Gangrene of the Skin 


There are different forms of skin gangrene, of 
which the spontaneous type is one of special in- 
terest. It follows in the wake of an injury, though 
at times it may develop spontaneously, as the term 
implies. Some writers maintain that it is due to 
germs, since organisms have been found in the 
lesions. It is a question, however, whether germs 
cause the primary infection or develop following 
a secondary invasion. The disease usually mani- 
fests itself in women. It is found in the second 
decade of life, and it is hard to differentiate from 
dermatitis factitia. Women as ‘a rule give a his- 
tory of a characteristic stigmata hysteria. Most 
cases start with an initial injury, such as a bruise, 
a scratch, or a burn, and are characterized by 
irregular sunken gangrenous areas which turn 
dark and finally slough away. A foul, ill-smelling, 
putrefying odor surrounds the patient. 


REPORT OF CASE 


Miss H., age 16; weight 130 pounds; height 5 feet 
5 inches; student. Nutrition good. The early history 
of the patient was that of a nervous, temperamental 
child. At the age of three her mother had died, leav- 
ing her under the care of a woman who reared her 
in an abnormal environment, She gave a history of 
numerous accidents. 

Upon complete laboratory examination no findings 
were reported. Upon physical examination I found 
the head and neck negative with exception of the 
gangrenous areas extending up on her left arm and 
to her left breast. 

Her present illness began about three months pre- 
viously, following an accident which occurred to her 
in the chemical laboratory. She had been doing an 
experiment which required the use of sulphuric acid, 
and accidentally dropped the bottle. The bottle broke, 
a part of its contents falling on her wrist, though not 
a very great area was burned. Spontaneously the gan- 
grene started and in a very short time great sunken 
areas appeared above the point of the original injury 
until finally the whole arm was one mass of sunken 
superficial gangrene. 

Itching, smarting and burning were present. With 
these was associated a sinking of the tissue, which 
was undermined. A gangrenous-like slough followed. 
With this was associated a putrid odor which per- 
meated the room. She had no systemic disturbances 
and her temperature, pulse, respiration and glandular 
system were normal. The diagnosis was made upon 
the history, physical examination, progress, symptoms 
and course of the disease. The course was good in 
this case and the patient had an uneventful recovery, 
though keloidal scars followed. 


In the treatment of spontaneous gangrene of 
the skin, internal and external methods should be 
used. If the patient is neurotic, bromids and hyp- 
notics should be employed. If the condition is due 
to a functional disorder, symptomatic therapy is 
indicated. 

This patient above referred to was treated as 
follows: hot packs of alkaline aqueous solutions 
were used until the sloughs disappeared. Then 


DERMATOLOGY—LOU NSBERRY 343 


lotions followed by soothing and healing oint- 
ments were applied. An electric-light pack was 
used to promote granulation formation. Later, for 
cosmetic improvement, the scars and keloids were 
radiated. (One S. U. x-ray monthly, and the 
water-cooled quartz at weekly intervals.) Radium 
and carbon dioxid snow were used on the remain- 
ing areas. The keloids gradually disappeared and 
the final result was very gratifying. 
1111 Medico-Dental Building. 


DISCUSSION 


Ernest Dwicut CuipmMan, M.D. (350 Post Street, 
San Francisco).—The author has well emphasized 
“the importance of dermatology in the scheme of 
general medicine.” I do not quite gather whether he 
would have the general practitioner a better derma- 
tologist, or the dermatologist a better internist, a more 
competent laboratorian and a more deft manipulator 
of various apparatus. Truly the practice of derma- 
tology is becoming daily more intricate, and the gen- 
eral practitioner can scarcely be expected to keep pace 
with its problems without having had an intensive 
postgraduate training. 

One can quite heartily subscribe to the statement 
that “diagnosis of skin diseases requires painstaking 
care” without going to the extreme of “a complete 
physical examination of every case.” So many derma- 
tologic patients complain of such relatively trivial 
affections, as warts, dandruff, and inpetigo, that a 
complete physical examination cannot be said to be 
indicated in every case. 

In the obscure cases the utmost detail in history 
taking and investigation of possible etiologic factors 
must be made. ‘ 

What the general practitioner as well as the derma- 
tologist needs is a degree of poise which will with- 
stand the pressure toward fads. He must realize the 
importance of diet without cutting all the calories 
from the warty and the gouty alike; he must recog- 
nize the dangers of focal infections without removing 
all the teeth and tonsils in sight; he may be equipped 
with and ready to use intelligently all sorts of me- 
chanical and electrical apparatus, but he must avoid 
the obsession that every patient requires some sort of 
ray; he may take the time to do his own Kahn tests, 
his own blood counts, and his owri urinalysis, but he 
will do well to farm out some of his chores in order 
that he may get acquainted with his patient. 


H. C. L. Linpsay, M. D. (54 North Madison Avenue, 
Pasadena).—The author’s paper has many estimable 
points. His treatment of keloids by means of x-rays 
or radium in conjunction with freezing and rays from 
the water-cooled quartz lamp coincide with my own 
experience. . 

It is deplorable that the curricula of medical col- 
leges devote so little time to the teaching of derma- 
tology. This in itself explains the confusion that the 
general practitioner experiences when he has to make 
a diagnosis of any unusual skin condition. The art ot 
making proper diagnoses, however, goes further than 
what can be gleaned from lectures and books; it is a 
natural gift, enhanced by seeing innumerable cases 
under the direct supervision of a painstaking master 
and teacher. 

A careful perusal of medical literature will reveal 
that American physicians have not been overly back- 
ward in the study of dermatology. Internationally 
known Americans wrote treatises on diseases of the 
skin as early, I believe, as the more noted writers in 
England or the continent of Europe. I am_not ac- 
quainted with the London Skin and Cancer Hospital, 
and would be interested in learning the names of the 
pioneers who did such noble work as members of its 
staff. Certain it is that some of our experts came from 
east of the Mississippi. 

Sensitization may be produced by many things that 
in no way could be classified as proteins. P. Z. 
Hannzlik, in the Journal of the American Medical 
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Association, succinctly states his belief that “anaphy- 
lactic and anaphylactoid phenomena—collectively, the 
allergic phenomena—appear to rest on a common 
basis, namely, on disturbances in the physical and 
chemical (cofloidal) mechanism of the blood and tis- 
sues. The study of allergic phenomena teaches that 
almost any agent may be the cause of a reaction.” 

The general practitioner can easily make himself more 
efficient in dermatology. Many are well equipped, but 
often lack the time to use the apparatus they possess. 
In many instances they neglect to get intimate his- 
tories, to do differential blood counts or the most 
ordinary laboratory routine. Stokes repeatedly points 
out that many cases of syphilis are not diagnosed 
because routine Wassermanns are not done. The 
provocative Wassermann and the blood sugar toler- 
ance tests are not sufficiently used these days. 

Spontaneous gangrene is hardly a disease sui generis 
and is most often due to hysterical mutilations. Der- 
matitis factitia is occasionally seen in thosé deter- 
mined to gain entrance to the free wards of our 
hospitals. Malingerers during the late war feigned 
eruptions occasionally. Gas gangrene differs from this 
case in that it runs a septic temperature, and the 
bacillus is demonstrable. 


F. H. Stipsens, M. D. (146 Lake Street, Oakland).— 
The one great point brought out by the author is 
that too often a general practitioner who is doing 
general work fails to recognize his limitations, and 
persists in treating skin cases in which his diagnosis 
is extremely hazy. 

The general practitioner seldom sees more than 
one or two dozen cases of skin disease in any one 
year, and many do not see that number. Hence ‘he 
has nothing to fall back upon but the hazy recollec- 
tion of what he learned in college many years ago, or 
he must take down his “Atlas of Skin Diseases” and 
compare his case with the pictures and endeavor to 
make his diagnosis from them. 

All dermatologists have had a course of instruction 
in obstetrics, but how many of us feel that we are 
competent to handle a transverse presentation or do 
a cesarean section and still preserve the best interests 
of the patient? 

The man who practices in the country must per- 
force handle to the best of his ability all cases that 
come his way, but even he, in many instances, can 
refer a case to a competent dermatologist. 

Like Chipman, I cannot see the necessity of “a com- 
plete physical examination of every case.” Several 
forms of skin disease are so self-evident to the trained 
observer that no material benefit to either the patient 
or the observer would accrue from such an examina- 
tion. The same applies to laboratory work. Of what 
benefit would a complete blood count, Wassermann, 
urinalysis, and basal metabolism be in a case of 
scabies or ringworm? 

Complete physical examination and laboratory work 
or reports have their value and should be used and 
considered thoroughly in all doubtful cases, but the 
clinical findings and symptoms should have first place. 

% 


Doctor Lounsserry (closing).—I am happy to note 
that my paper has brought out the physical exami- 
nation feature in discussion. My main object in bring- 
ing out that point was to encourage more of us in 
routine examination of our patients. This is especially 
true of the dermal system. Obviously, a complete 
examination of a mole or a dandruff case can be dis- 
pensed with. Nevertheless complete histories and phy- 
sical examinations should be striven for, since through 
these more logical conclusions in diagnosis of difficult 
cases may be reached. 


In answer to Doctor Lindsay’s question I suggest 
that he look up in Garrison’s history of medicine 
the subject of “Skin Diseases,” pages 349, 350, 368, 
581, 582. The early men of note in England were 
Erasmus Wilson, Tilbury Fox, Jonathan Hutchinson, 
James Paget and Covafy. To these add the conti- 
nental group, Koposi, Hebra, Sabouraud, Unna, and 
Finsen. 
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INDUSTRIAL CORNEAL INJ URIES* 


By Raymonp J. Nuttine, M. D. 
Oakland 


"TS report of ‘different types of corneal inju- 
ries is based on fourteen hundred consecutive 
cases. The importance of proper diagnosis and 
treatment in these cases in regard to disability and 
from the standpoint of the employee and employer 
will be discussed. 


_ The subject of corneal injuries incurred by men 
in our various industrial pursuits could be treated 


‘with elaborate detail. The writer will confine his 


task to that of a discussion of his own professional 
observations and experiences with corneal injuries 
occurring in industrial activities. 


Of a total of 1400 consecutive industrial cor- 
neal injury cases observed and treated by the 
writer in his private practice, 1382 of the injuries 
were of the nonpenetrating type, while eighteen 
were of the penetrating. 


A meager histary of this latter group will be 
given. There were six cases of severe lacerations ; 
eleven cases caused by intra-ocular foreign bodies, 
and one case due to California thistle. It was 
necessary to enucleate in four of the above pa- 
tients. Two of the eyes were removed immedi- 
ately after examination, as they were beyond 
medical or surgical relief. The other two were 
removed later because of the danger of sympa- 
thetic ophthalmia affecting the good eye. In five 
of the patients good protective vision was ob- 
tained after the removal of the traumatic cataract ; 
while in the remaining nine cases the patient was 
discharged without disability. 


In examining the records of the 1382 non- 
penetrating corneal cases, it was naturally found 
that they possessed various and interesting his- 
tories. Iron and rust scales in various forms were 
responsible for 64 per cent of the cases ; abrasions 
accounted for 17 per cent; burns 66 per cent; 
lime 3 per cent; lacerations 1.8 per cent; con- 
crete 1.7 per cent; sand and rock 1.3 per cent; 
wood 1.2 per cent; glass 1 per cent; acid .8 per 
cent; cinders .4 per cent; sulphur .3 per cent. 
Powder and likewise bone each accounted for one 
case. The above percentages when considered in 
respect one to the other appear quite normal. We 
are living in an age of iron and steel, and men in 
our industries are constantly coming into contact 
with the materials. 


As regards the corneal position of the various 
injuries, it was found that 1111 were outside the 
pupillary area, and 271 within. 


The above data although interesting are not so 
vital either to the patient or to the employer, nor, 
incidentally, to the physician, as the matter of 
treatment. Here we may consider the length of 
treatment given the various patients. 


In arriving at the length of treatment, the pa- 
tients were divided into direct and indirect groups, 
meaning by indirect the referred cases. The aver- 
age length of treatment given the injured in direct 
cases was 1.53 days; while the time consumed in 

* Read before the Industrial Medicine and Surgery Sec- 


tion of the California Medical Association at its Fifty- 
Seventh Annual Session, April 30 to May 3, 1928. 
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the indirect cases was 3.89 days. There were 648 
direct and 723 indirect cases. Eleven severe in- 
direct cases requiring from one month to a year’s 
treatment were not considered.. The usual first-aid 
treatment in the indirect cases was not taken into 
consideration in arriving at these conclusions. 

The diagnosis and kind of. treatment of these 
industrial cases is important. It is vital that a true 
and accurate history of the injury be obtained; 
and this having been obtained, the examination of 
the injury itself can be taken up. To do this it is 
imperative that we have a light of the proper in- 
tensity and a suitable magnifying lens, otherwise 
small yet disturbing foreign bodies will not be dis- 
covered. Likewise minute abrasions, lacerations, 
and various small penetrating wounds, which if 
not recognized and treated at an early stage, might 
later not only cause disability but even loss of the 
eye itself. In this connection, it is recommended 
that a concentrated alkaline solution of fluorescein 
(Gruebler’s fluorescein 2 per cent; carbonate of 
soda 3.5 per cent) be dropped on the cornea. That 
portion of the cornea deprived of its epithelium 
will be colored green, likewise any portion of the 
epithelium that may be diseased, while the healthy 
epithelium will remain unaffected. 

If there is any doubt of the existence of a for- 
eign body within the eye, a careful x-ray exami- 
nation is in order. 

The technique for removing the foreign body 
from the eye must be given careful considera- 
tion. First, the cornea is thoroughly anesthetized 
(writer uses butyn 2 per cent, or holocain). Then 
the foreign body itself is completely removed as 
well as its stain, with a suitable small spud or 
curet, paying at all times proper respect to the 
normal and healthy epithelium. Usually the gen- 
eral man is quite proficient in removing the for- 
eign body, but is rather remiss in removing the 
stain itself, which is the underlying cause for the 
increased length of treatment referred to herein 
above. It is urged that great care be given to 
proper sterilization of all instruments. 

After the removal of the foreign body and of 
any stain present, the eye is thoroughly cleansed 
with either saturated boric acid water or normal 
salt solution. Some antiseptic solution is then in- 
stilled (the writer uses 1 per cent mercurochrome ) 
and in the event the curettement has caused con- 
siderable loss of epithelium, a 1 per cent holocain 
and adrenalin ointment is instilled, followed with 
a proper pad. The use of a good pad is consid- 
ered by the writer as the most necessary and im- 
portant treatment afforded the patient after the 
removal of the foreign body. In all forms of cor- 
neal injury, with few exceptions, it is essential 
that a pad be used. Too often the pad is not used, 
thereby again affecting the length of time of 
treatment. 

Lime burns are very often neglected, and espe- 
cially so by the patient. After flushing out the 
eye, or eyes, with water, such patients should 
then consult a physician. Unless the doctor com- 
pletely removes all of the lime much damage, 
trouble and very lengthy treatment results. The 
lids should be everted and all particles carefully 
removed. After more washing the eye is then 


FIRST MEDICAL PUBLICATION, U. S.—RODIN 345 


treated with neutral ammonium tartrate 5 per cent, 
as advocated by Barkan of San Francisco. The 
results that are obtained by this method are sur- 
prising. Since using it the writer has not had one 
case of disability, whereas prior thereto he had 
some very severe cases which when first seen gave 
indications of considerable permanent disability. 

With reference to burns, especially of the acid 
or alkali type, thorough washings with salt solu- 
tion should be made, followed by castor oil instilla- 
tion and pad. Any additional treatment is neces- 
sarily dependent upon the severity of the case. 

From the standpoint of prevention, a greater 
use of goggles is suggested. The employer 
should. also placard his shops with signs caution- 
ing employees not to try to remove objects from 
the injured eyes of fellow workmen. In nearly 
every instance this act, although motivated by a 
kindly and sympathetic feeling, results in infec- 
tion, thereby greatly lengthening the treatment. 
In this connection I close by quoting E. C. Ellett, 
M. D., of Memphis: ? “It is much wiser to adopt 
precautions although somewhat troublesome than 
to receive an accident which may impair one’s 
sight, and cause, not only pain, suffering, loss of 
time and expense, but permanent disability, un- 
happiness, and decrease of earning power.” 

1904 Franklin Street. 
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THE LURE OF MEDICAL HISTORY 


THE FIRST MEDICAL PUBLICATION IN THE 
UNITED STATES 


By Frank H. Ronin, M.D. 
San Francisco 


"THE first printing press in America was estab- 
lished at Cambridge, Massachusetts, in 1639, 
and was under the control of Harvard College. 
The first publications were the “Freeman’s Oath” 
and “An Almanack,” which appeared in the same 
year. In the following year the first book pub- 
lished in the Colonies appeared: “The Psalms in 
Metre, Faithfully translated for the Use, Edifica- 
tion, and Comfort of the Saints in publick and 
private, especially in New England,” commonly 
called “The Bay Psalm Book.” The printing of 
books was regarded with suspicion by the authori- 
ties, as it seemed “to open the door of heresy,” 
and in 1662 two “Licensers of the Press” were 
appointed. Strict supervision was maintained over 
everything that was printed. In this respect they 
did not differ greatly from us of a more modern 
age. The majority of the books published were 
expositions of Puritanical theology. Two years 
later a law was passed prohibiting the establish- 
ment of any printing press in the colony of Massa- 
chusetts, except at Cambridge. In 1674, however, 
this law was suspended and the general court, at 
the session in May of that year, passed the follow- 
ing order: “Whereas there is now granted that 
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to set up a printing press in Boston, then a town 
of about five thousand people. 

One of Foster’s early publications and the first 
contribution of a Colonial practitioner to the medi- 
cal literature was Rev. Dr. Thomas Thacher’s 
“Brief Rule to guide the Common People of 
New-England how to order themselves and theirs 
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in the Small Pocks, or Measels,” and was pub- 
lished in double column, on one side, as a poster, 
and was fifteen and one-half by ten inches. An 
epidemic of smallpox prevailed in Boston during 
the years 1676-1678, and this was probably the 
reason for Doctor Thacher’s publication. The 
accompanying facsimile has been made from a 
photostat reproduction made from an autotype of 
the original in the possession of the Library of 
the College of Physicians of Philadelphia. A re- 
print of the publication, made in 1702, was a little 
pamphlet of eight pages, five and one-half by 
three and one-half inches. 

Doctor Thacher was born in England May 1, 
1620. His father, the Rev. Peter Thacher, was a 
minister at Sarum (Salisbury). Thomas received 
a good school education and his father planned 
to send him to Oxford or Cambridge. For some 
unknown reason he refused and at the age of 
fifteen emigrated to New England. Soon after 
his arrival he continued his studies under Dr. 
Charles Chauncy, an M. D. of Cambridge, pastor 
of the church at Scituate, and probably the most 
learned man at that time in the Colonies. From 
Chauncy he no doubt received some of his medi- 
cal training. Doctor Chauncy became the second 
president of Harvard in 1654. 

It was common to find, in the New England 
Colonies, the frequent combination of the offices 
of minister and physician, or even minister, 
teacher and physician, in one and the same per- 
son. Many Puritan divines, before going to the 
Colonies, acquired as much of a medical training 
as conditions would permit. Following this prac- 
tice, Thacher, who was ordained a minister at 
Weymouth, June 2, 1644, not only preached but 
also practiced medicine. In 1677 he removed to 
Boston, where he was installed as the first minis- 
ter of the Old South Church, February 16, 1670. 
In this position he also devoted a great deal of 
his time to the practice of medicine, and was 
regarded by the colonists as one of the eminent 
physicians of Boston. He was also a scholar in 
Arabic and composed a Hebrew lexicon and wrote 
a catechism. He was taken ill after visiting a 
patient, and died of a fever October 15, 1678, at 
the age of fifty-eight years. 

Commenting on Doctor Thacher’s early publi- 
cation, Doctor Handerson has said: “That the 
leaflet is only a compendious English translation 
of a portion of the writings of Sydenham, a trans- 
lation in which the original is followed so closely 
as to enable one to determine even what edition 
of the author the translator had before him, is no 
reflection upon the motives of Doctor Thacher, 
who not only disclaims all originality, but takes 
pains to inform the reader that he is ‘no Physi- 
tian.’ That he selected a good model is rather to 
his credit.” 

490 Post Street. 
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CLINICAL NOTES, CASE REPORTS 
AND NEW INSTRUMENTS 


IRRADIATION IN MYELOID LEUKEMIA, 
WITH MASSIVE SPLENOMEGALY* 


REPORT OF A CASE 


By W. T. Cummins, M. D. 
San Francisco 


B., service of Dr. Philip King Brown, a Portu- 

e guese, male, age 43, painter. Admitted Feb- 
ruary 28, 1925. Family history unessential. He stated 
that five months ago he caught a cold and that two 
months before he went to a doctor for pleurisy, which 
was cured. During the five months he lost twenty- 
four pounds in weight. One week prior to admis- 
sion he went to bed, having contracted another cold. 
Physical examination revealed a moderately well- 
developed physique. Teeth were in very poor condi- 
tion. Tonsils were slightly enlarged and congested. 
The left upper abdominal quadrant was filled with a 
slightly tender mass, which was diagnosed as spleen. 
Liver appeared normal. No ascites present. Tempera- 
ture, pulse, and respirations normal. Blood pressure, 
122/76. Urine, slight trace of albumin. Blood: hemo- 
globin, 60 per cent; erythrocytes, 2,960,000; leukocytes, 
320,000; myelocytes, 13 per cent. Blood Wassermann 
negative. Roentgenologic examination revealed an en- 
larged left kidney as well as spleen. Basal metabolic 
rate plus 54 per cent, and after two x-ray treatments 
to spleen, thighs, and legs it fell to plus 28 per cent. 
Diagnosis, myeloid leukemia. He was discharged im- 
proved on April 10, after forty-two days in the hos- 
pital. Over a period of fifteen days, with four x-ray 
treatments to spleen, thighs and legs, the leukocytes 
were reduced to 5800, and the myelocytes to 3 per 
cent. Hemoglobin fell to 50 per cent, but the erythro- 
cytes were increased by one million. The minimum 
leukocytic count was noted three weeks after the last 
treatment. He felt well for several months after leav- 
ing hospital and gained eighteen pounds in weight. 
Then he began to lose strength and felt a dragging 
sensation in left side. 

He returned for examination on March 3, 1926. 
Leukocytes 87,000, and myelocytes 14 per cent. Over 
a period of twenty-one days, as an out-patient, he re- 
ceived six x-ray treatments to spleen, thighs, legs, and 
sternum. The minimum leukocytic reduction to 8100 
and 3 per cent myelocytes was noted four weeks after 
the last treatment. A physical betterment was main- 
tained for several months, when his condition again 
began to retrogress. 

He was readmitted to hospital on December 2, 1926. 
The spleen appeared larger than upon first examina- 
tion. Leukocytes 194,000 and myelocytes 8 per cent. 
He was feeling fairly well and, expressing a desire to 
go home, he was discharged after two days in hospital. 
During the next eight months leukocytic counts ranged 
from 134,000 to 246,000, and myelocytes 8 to 11 per 
cent. In July 1927, his condition having materially 
retrogressed, he was again admitted to hospital (27th). 
Over a period of six weeks he received twenty-seven 
x-ray treatments to ribs, sternum, forearms, thighs, 
and legs. The minimum leukocytic count of 8700 was 
obtained on the last day of treatment (September 15). 
He was discharged improved on that date. He was 
able again to return to work for a period of about six 
weeks. 

On November 6 while in bed he was seized with 
dyspnea, and five days later returned to hospital. Ex- 
amination revealed the spleen to be enlarged almost 
to right iliac crest. Leukocytes, 119,000. Fifteen x-ray 
treatments to spleen, sternum, forearms, thighs, and 
legs were given over a period of seven weeks. Within 


* Read before the San Francisco County Medical Society, 
April 4, 1928. 
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two weeks leukocytes declined to 30,000 and rose again 
to 72,000 toward the end of the period. A rapid de- 
cline eventuated in death on January 15, 1928. A total 
of fifty-two x-ray treatments in four series were given, 
the technical details and comments being omitted. 


Autopsy six hours after death. Gross and histo- 
pathological diagnosis: Pulmonary edema, passive 
congestion and hypostatic pneumonia; gelatinous de- 
generation of subepicardial fat; chronic interstitial 
myocarditis, dilatation and chronic mural endocarditis; 
hemoperitoneum; massive splenomegaly of myeloid 
leukemia; passive congestion, portal sclerosis and leu- 
kemic infiltration of liver; chronic cholecystitis; con- 
gestion of gastro-intestinal tract; chronic interstitial 
pancreatitis; chronic nephrosis; lipoidal changes in 
adrenals; chronic bronchial, lumbar and mesenteric 
lymphadenitis; chronic interstitial thyroiditis; leuke- 
mic infiltration of rib marrow. 


Spleen: weight, 10,110 grams (22% pounds); dimen- 
sions, 42x27x15 centimeters. Liver: weight, 1840 
grams. An extensive review of literature has failed to 
reveal in leukemia a splenomegaly of these dimensions 
and weight. 

Southern Pacific General Hospital. 


POLYCYTHEMIA COINCIDENT WITH ACTIVE 
PULMONARY TUBERCULOSIS 


REPORT OF CASE 


By Henry L. Houzsere, M. D. 
San Francisco 


THOROUGH search of the available litera- 

ture reveals no reported cases of polycythe- 
mia in human beings suffering from pulmonary 
tuberculosis. However, there have been reported 
a number of cases of polycythemia in which a 
tuberculous spleen was found. As we know, pri- 
mary tuberculosis of the spleen is extremely rare, 
whereas secondary tuberculosis of the spleen is 
fairly common. 


REVIEW OF THE LITERATURE 


In 1899 Rendu and Widal* described a symp- 
tom complex, including tuberculosis of the spleen, 
polycythemia without leukemia and with cyanosis. 
They attributed this combination to the splenic 
condition. This case was of eight years’ duration 
and showed no pulmonary or glandular involve- 
ment. The red cells numbered 6,200,000 and the 
white cells 6000. Cyanosis was present. At au- 
topsy the spleen weighed 3780 grams. Evidences 
of tuberculosis were found in the spleen, liver, 
right lung, mesenteric glands, pancreas, and kid- 
neys. This case is comparable to the case reported 
here. 


In 1904 Bayer ? reported a series of nine opera- 
tive cases of polycythemia with seven recoveries, 
including one of his own, and nineteen autopsy 
cases. He stressed splenectomy in these cases. 
His patient recovered after splenectomy. It was 
of six weeks’ duration. The red blood cell count 
was 6,000,000 and the white cell 7500. The hemo- 
globin was 40 per cent. In this patient there was 
no pulmonary or glandular involvement. There 
was no cyanosis. 


In 1912 Winternitz * summarized fifty-one cases 
in an article on tuberculosis of the spleen. The 
red blood count was given in twenty-six cases. It 
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was normal in nine (35 per cent) ; below normal 
in eleven (42 per cent); above normal in six 
(23 per cent). In acute generalized tuberculosis 
the spleen is usually enlarged. In pulmonary 
tuberculosis of adults it is rarely enlarged, and it 
is usually atrophied and diminished in volume. In 
these fifty-one cases, a note on the lungs was 
found in forty cases. Of these latter forty cases 
there were negative clinical findings in twenty 
(50 per cent); a quiescent lesion was found in 
three cases (714 per cent); signs of pulmonary 
involvement developed in three cases (7% per 
cent) ; two cases showed chronic pleurisy (5 per 
cent) ; and five cases showed extensive pulmonary 
involvement (121% per cent). In the latter five 
cases three of them developed signs of pulmonary 
involvement apparently secondary to the spleen. 


Polycythemia was first described as a definite 
disease by Vaques in 1892. In 1903 Osler called 
general attention to this condition. Since that time 
many cases have been reported. Many etiologic 
suggestions have been made. Among these may be 
mentioned splenic tuberculosis and the theories of 
blood stasis, the extreme viscosity of the blood 
being a marked phenomenon in these cases of 
polycythemia. 

In 1914 Douglas and Eisenbray* reported a 
case of tuberculous spleen and polycythemia; au- 
topsy showed small, discrete tubercles in the lungs. 


Weiss * in 1924 reported a case of polycythemia 
in which the spleen was not enlarged, but in which 
x-rays showed infiltrated lungs. No mention of 
tuberculosis was made. 


Antonelli ® in 1927 reported a 62-year-old male 
who had polycythemia rubra and an incomplete 
Addisonian syndrome with an evident carcinoma- 
tous neoplasm of the upper lobe of the right lung, 
with metastases. No evidences of tuberculosis 
present. 

REPORT OF CASE 


R. S., age twenty-one, American-born Hebrew, first 
consulted me February 1922. His complaint at that 
time was hemorrhage. 


His family history was negative except his first 
cousin on his father’s side gave history of an occa- 
sional prolonged bleeding following very slight cuts, 
such as razor cuts, and epistaxis. There was no other 
family history of bleeders, hemophilia, polycythemia, 
tuberculosis, carcinoma, syphilis, jaundice, or insanity. 


Past History—Born in San Francisco. Occupation: 
Real estate salesman. Denied all diseases except vari- 
cella. No venereal history. He used no coffee or tea, 
alcohol, tobacco or drugs. There had been no pre- 
vious operations. 

Patient claimed he had always been well, strong 
and healthy. He was very active in football, and dur- 
ing a scrimmage his chest was apparently injured 
when fourteen men were piled on top of him. 

Within twenty-four hours he suffered from a severe 
pulmonary hemorrhage. The doctor whom he con- 
sulted prescribed hot baths, but his hemorrhages con- 
tinued. He went to a sanatorium, where he remained 
for six months. He was told he had pulmonary tuber- 
culosis. Several sputum tests were made, all of which 
proved negative. No x-ray examinations were made. 

After leaving the sanatorium he took unusually good 
care of himself and gained in weight. He noticed, 
however, whenever he sustained a slight cut that the 
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flow of blood was stopped only after considerable 
difficulty. 


Upon blowing his nose during a coryza in February 
1922, a severe hemorrhage ensued. His physician 
found diseased tonsils, and advised removal. 

Several days later the writer was called in to see 
the patient. The hemorrhages had become more fre- 
quent and profuse. Patient claimed that he could feel 
a sensitive spot on the left side of his larynx when- 
ever the blood trickle started and that within a few 
minutes a considerable hemorrhage, usually a pint or 
more of blood would be spat out without any effort. 
As a rule no clots were present. 


Examination at that time showed a full-blooded 
young man raising small amounts of blood on any 
slight exertion, such as.coughing, sneezing, etc. Tem- 
perature 101 toward evening, and a rapid, full pulse 
of 120. Respirations were not increased; no chills or 
pain; no history of vomiting, hematemesis, or tarry 
movements; tongue dry and coated; tonsils diseased, 
with the crypts full of cheesy matter. At that time 
there was no cyanosis. His chest showed active bi- 
lateral tuberculosis. X-ray examinations showed an 
old tuberculous condition at the left top. The blood 
count showed 96 per cent hemoglobin; 4,800,000 red 
cells with normal morphology; 10,800 white cells with 
78 per cent polymorphonuclears. The coagulation time 
was fifteen minutes, whereas the normal is four to five 
minutes. The Wassermann and Noguchi control tests 
were negative. Urinalysis negative. No red blood 
cells found. Stools were negative for occult blood. 


The hemorrhages were controlled within five days. 
Pituitrin intramuscularly and calcium chlorid intra- 
venously were used. All symptoms cleared up. On 
February 3, 1922, patient was examined by Doctor 
Tobriner, who reported finding a deviated septum, 
adenoids, bad tonsils, and negative larynx. No varices, 
ulcers or bleeding points were seen. Fluoroscopy by 
Doctor Bryan on March 4, 1922, showed a question 
of old tuberculosis of the left top and no roentgen 
evidence of pathology in the gastro-intestinal tract. 

Patient was given a series of calcium cacodylate 
injections intravenously. These brought his coagula- 
tion time down to normal. In November 1922 he 
brought up a small amount of blood while coughing. 
His coagulation was practically normal up to April 
1923. 

Patient was again seen on April 11, 1923. He con- 
tracted a slight cold, and during a coughing spell 
brought up several ounces of bright red blood. Dur- 
ing the next three weeks a certain amount of oozing 
with an occasional clot occurred. The usual reme- 
dies were used, including calcium chlorid, pituitrin, 
thromboplastin (Squibb). On April 16, 1923, his blood 
coagulation time was normal, four minutes and fifteen 
seconds. Despite this, the bleeding continued off and 
on. There was no fever. Patient was moved to the 
Mount Zion Hospital in an ambulance. 

While in the hospital the patient ran a slight fever 
toward evening. His blood count now showed 75 to 
80 per cent hemoglobin; 5,000,000 red blood cells; the 
white count varied from 11,000 to 16,000; the poly- 
morphonuclears, on entrance, were 82 per cent, and 
later dropped to 52 per cent. The coagulation time 
was four and one-half minutes. The urine was nega- 
tive. X-ray graphs showed pulmonary tuberculosis 
evidenced by coarse mottling of both apices. Sputum 
examination revealed a few tubercle bacilli in two 
out of four samples. Patient was given normal horse 
serum intramuscularly. Slight amount of blood was 
brought up during the first five days. After that no 
further bleeding occurred, and the temperature became 
normal. 

In the sputum examination the long type of acid- 
fast tubercle bacilli predominated in the positive speci- 
mens. His red blood cell count was over 5,000,000, 
despite considerable loss by hemorrhage. There was 
a beginning suggestion of cyanosis on the face, ears 
and fingers. A tendency toward clubbing was noticed. 

Patient was kept under observation and got along 
very well for the rest of the year. His coagulation 
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time was around five minutes. His weight was 190 
to 192. In January 1924 he had an attack of severe 
pain in his upper abdomen. There was a slight amount 
of fever and considerable vomiting of bile-stained 
matter. There were no hemorrhages. 

In February 1924 the ears and throat were again 
examined by Dr. A. Houston. A ruptured right ear 
drum with diminished hearing, very badly infected 
tonsils, marked granular pharyngitis, and chronic 
rhinitis were evident. The larynx showed secondary 
catarrhal inflammation; the laryngeal vessels were 
large and engorged, and could easily rupture with a 
cough or sneeze. X-ray examination of the sinuses 
was negative. 

From February 1924 up to July 1926 patient was in 
fairly good condition. He watched his temperature 
and there was no elevation except when he contracted 
a cold. Coughing would always be accompanied by 
small amounts of blood-stained mucus, but no actual 
‘hemorrhages occurred in this interval. 


In July 1926 patient contracted a cold. One week 
later suddenly vomited more than a quart of blood. 
This was the first time he had ever vomited blood. 
During the first week he refused to come to the hos- 
pital, and in addition to the remedies used before, 
fibrogen and coagulen were used. There was very 
little improvement and the patient continued to vomit 
large quantities of blood. It is estimated he lost at 
least 3500 cc. during this week. 


Physical examination at that time showed a well- 
developed and nourished young man. The cheeks 
were flushed and the skin slightly cyanosed, otherwise 
negative. Sclerae negative. Mucous membranes nega- 
tive. Pupils equal; regular; circular; reacted normally 
to light and accommodation. Ophthalmoscopy re- 
vealed congested retinae and engorged pulsating ves- 
sels over both disks. Eye muscles, ears, nose appar- 
ently negative. Lips cyanosed. Teeth apparently in 
good condition. Tongue clean, moist, protruded in 
median line without tremor. Tonsils badly infected, 
hypertrophied and congested. Pharynx congested. 
Superficial lymph glands negative. No supraclavicu- 
lars or epitrochlears. Thyroid apparently negative. 

Chest wall was negative; nipples likewise. Lungs 
showed roughened breath sounds with higher pitched 
and prolonged expiration found over both apices and 
both upper lobes, left more than right, posteriorly more 
than anteriorly. Similar findings. in scattered areas 
throughout the rest of the lungs. Many moist rales. 
Vocal and tactile fremitus increased. Marked dullness 
around both lung roots. Both bases moved well and 
equally. No evidences of pleurisy or pleural effusion. 
Heart apex impulse not seen nor felt. Area of cardiac 
dulness within normal limits, extending to midclavicu- 
lar line in fifth space; second rib above; right border 
under sternum. Sounds regular; good quality; A2 
equals P2, neither abnormal; no murmurs. Pulse rate 
90 to 110. Radials equal; regular; good volume; 
artery walls soft. Blood pressure: systolic, 90 to 108; 
diastolic, 60. Back negative. No limitation of motion. 
No kyphosis. 

Abdomen smooth, level, soft, symmetrical, tympan- 
itic throughout. No masses, tenderness or herniae. 
Not tender at either costovertebral angle. Liver dull- 
ness extended in midclavicular line from sixth rib to 
costal margin; edge not felt. Spleen and kidneys not 
felt. Inguinal glands negative. 

Genitalia negative. Anus negative. Rectal examina- 
tion negative. 

Extremities negative, except for cyanosis of the 
finger nails with slight tendency to clubbing. No 
varices. No purpuric spots or petechiae. 

Reflexes active. Knee, ankle, abdominal superior 
and inferior, cremasteric, brachial, biceps, triceps pres- 
ent and equally active on both sides. No ankle or 
patellar clonus. No Babinski, Gordon, Oppenheim, 
Chvostek or Trousseau. No Romberg. 

The laboratory findings were as follows: 


Catheterized urine negative; no red blood cells seen. 
Stool negative for occult blood. Coagulation time, two 
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minutes. Bleeding time, two and one-half minutes. 
Sputum was blood-stained and showed numerous acid- 
fast bacilli. Blood count showed 84 per cent hemo- 
globin; 5,60000 red blood cells; 8500 white blood 
cells, with 71 per cent polymorphonuclears. 


Five per cent glucose and 2 per cent soda was given 
by Murphy drip. This was in addition to the usual 
hypodermics. Morphin sulphate was freely used. Ice- 
bags were kept on the chest and abdomen. 


On July 2, 1926, Dr. H. C. Moffitt saw the patient in 
consultation. He thought of a possible tuberculous 
spleen. He suggested removing the ice bags and re- 
moving the soda from the drip. He also suggested a 
platelet count and x-ray later. 


During the next four days patient gradually im- 
proved and all vomiting of blood ceased. The labora- 
tory findings were roughly the same. The platelet 
count varied from 225,000 on July 4, 1926 to 375,000 
on August 3, 1926. Patient had a slight elevation of 
temperature from July 6, 1926 to August 1, 1926. No 
fever at any other time. 


Fluoroscopy by Dr. L. Bryan on August 3, 1926, 
showed coarse mottling throughout both the left lung 
and at the right tip with beginning fibrosis; no evi- 
dence of organic lesion in the stomach. 


During the next six weeks patient gradually im- 
proved. He was up and around and developed a 
cough with some bloody sputum at that time. This 
responded to a few 3.0 cc. injections of 10 per cent 
calcium chlorid intravenously. His weight at that 
time was 173, and one month later 182. 


Patient was again seen in April 1927. He was feel- 
ing well and weighed 200 pounds. Cyanosis was more 
marked on the cheeks and fingernails; the latter being 
definitely clubbed. Patient decided to go to Long 
Beach for a few months. 

Was seen again September 15, 1927. Weight was 
206. General feeling was good. Chest showed defi- 
nite evidences of tuberculous involvement. 

About the middle of October the patient had a slight 
cold and expectorated two clots of blood. He was not 
sure whether he brought this up or whether it came 
out of the back of his throat. However, there was no 
coughing, vomiting, or fever. 

Ten days later he had a similar experience. He 
brought up about two ounces of bright frothy blood. 
Following this he began to have fever daily, reach- 
ing as high as 101 degrees either in the morning or 
evening. There were no chills or sweats, and no fur- 
ther hemorrhages. There was no coughing. Because 
of elevation of temperature with rapid pulse and high 
rate of respiration he was brought to the hospital by 
ambulance. 

Positive findings at that time revealed a tempera- 
ture up to 101, with pulse averaging 110 to 136, and 
respirations from 36 to 44. He was somewhat cya- 
nosed. Tonsils were hypertrophied and congested. 
Tongue had a deep, dry, brown coat. Chest showed 
evidences of active tuberculosis, especially in the left 
upper lobe, with increased resonance, harsh breath 
sounds with prolonged high-pitched expiration and 
numerous rales. Signs were less marked on the left 
side. There was no evidence of fluid. Fingers were 
clubbed, and finger nails were markedly cyanosed. Ab- 
domen was negative. Spleen was not palpable. 

Course in Hospital——Patient was very difficult to 
manage, refused codperation, and did not like any of 
the treatment. He refused hypodermics and these had 
to be forced. At times he found it quite difficult to 
void urine and did not do so until threatened by 
catheterization. - . 

Laboratory examination at this time showed hemo- 
globin 95 to 103, with red blood cells always over 
5,000,000, with no leukocytosis. His bleeding time was 
three minutes; coagulation time, four minutes (appar- 
ently normal). Stools positive for occult blood. Spu- 
tum and blood clots were loaded with acid-fast bacilli. 
The urine was negative, except for a very slight trace 
of albumin. No blood cells. 

After being in the hospital four or five days con- 
dition apparently became normal. Temperature was 
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normal and subnormal. Pulse dropped to 80; respira- 
tions to 20. He seemed to feel better. Chest condi- 
tion seemed improved and patient was allowed to go 
up on the roof-esplanade, and thought of returning 
to his home. 


On November 11, 1927, patient awoke suddenly at 
1 a. m. with a very sharp pain in the upper left half 
of his chest. A sudden gush of blood came up; at 
least a pint must have been brought up. Later on in 
the morning he had a chill, with temperature rising 
to 104 degrees. His pulse became very rapid and thin 
(146). Respirations were 45. From that time on pa- 
tient ran an elevated temperature daily; it occasion- 
ally touched normal, but averaged 100 to 101 every 
day. At times his temperature seemed to be elevated 
in the morning and again in the evening. His pulse 
remained rapid, averaging 110. Respirations, around 40. 
Most of the time his blood pressure was systolic 100 
to 110; diastolic 80, although at one reading it was 
160 systolic and 80 diastolic. Patient continued to 
bring up small quantities of blood for a few days. 
Some relief apparently was obtained from calcium 
chlorid intravenously and hemostatic serum by mouth. 
At times the patient became irrational, especially at 
night, and restraint would be necessary. He com- 
plained of severe headaches. He seemed to be troubled 
a great deal with a continual sensation of nausea 
which seemed to be from some irritation in the back 
of the throat. However, no treatment locally was 
of any benefit. Mercurochrome was applied to the 
tonsils. 


Numerous consultations were had. On November 
20, 1927, consultation with Doctor Jellinek, who rec- 
ommended quiet, rest, observation, and x-ray. X-ray 
the following day showed extensive coarse mottling 
through both lung fields with suggestion of cavity 
behind the second left rib. On November 23, 1927, 
consultation had with Doctor Eloesser by the patient’s 
request, and, although assured that there was nothing 
surgical in the case, he asked Doctor Eloesser to see 
him again two or three times. Consultation was had 
with Dr. Harold Hill and later with Doctor Rosen- 
crantz. Both commented on the unusual features of 
the case and presence of polycythemia. 


Portable x-ray of chest and abdomen, taken on 
December 6, 1927, revealed an apparent miliary tuber- 
culosis of both sides with no evidences of fluid. No 
evidence of enlarged spleen. 


The condition quieted down, the patient felt fairly 
comfortable and appetite improved. However, the 
temperature remained up. Blood count showed a con- 
tinued red blood cell count of over 5,000,000, despite 
the continued slight hemorrhages. The urine remained 
clear. Platelet count was 185,000. At times the patient 
developed pain in the left lower axilla suggestive of 
pleurisy, but no friction rub could be heard. Relief 
was obtained with local applications of mustard. 

Patient became discouraged and insisted on going 
home. It was agreed to take him home from the hos- 
pital. However, against the writer’s wishes, he was 


moved across the bay to Ross, by ambulance, on 
December 21, 1927. 


He stood the trip apparently well. The condition 
remained about the same. On December 31, 1927, he 
suddenly became delirious. The temperature reach- 
ing 104.5 rectally. It was interesting that, during his 
delirium, he recited his football experiences. Patient 
died the next morning. 

His last blood count, taken on December 22, 1927, 
showed 4,900,000 red cells with 90 per cent hemo- 
globin, and 12,100 white cells with 67 per cent poly- 
morphonuclears. 


It was extremely unfortunate that no autopsy could 
be obtained. 


COMMENT 


Briefly, what has been described was a condi- 
tion of developing polycythemia in a patient with 
active, progressive, pulmonary tuberculosis. There 
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was no history of tuberculosis in the family. 
Active signs of tuberculosis developed suddenly 
following hemorrhages due to a crushed chest 
received in a football game. Despite treatment 
the pulmonary condition gradually progressed, 
and polycythemia appeared. 

It is interesting to note that this patient fol- 
lowed instructions explicitly. He watched his 
temperature and weight. Dietetic orders were 
complied with and he gradually increased in 
weight. Despite this increase in weight and good 
care, x-ray pictures taken at varying intervals 
revealed a steady progress of his active pulmo- 
nary tuberculosis. The patient probably lived as 
long as he did because of the care he took of 
himself. 

During the course of this disease he had several 
hemorrhages. On different occasions the blood 
apparently came from the throat, lungs, and 
stomach. No evidence of bleeding points were 
found in the nose, throat or larynx. Gastro- 
intestinal fluoroscopy was negative. 

The amount of blood lost in these hemorrhages 
was considerable. However, his red blood cell 
count averaged five to six million and more. The 
spleen was not palpable at any time, and appar- 
ently was not enlarged. There was no splenic 
shadow seen in the x-ray. 

Very little is known about polycythemia. The 
old idea of overfeeding, increasing weight and 
adding resistance to aid the body help fight battles, 
such as this case of tuberculosis, seems not to 
have worked well in this particular case. It de- 
layed the activity of the tuberculosis very little, if 
any; and in the meantime it encouraged whatever 
tendencies there may have been toward the de- 
velopment of the polycythemic condition. 

It seems strange that there have not been more 
cases of this nature reported in the literature. It 
may be that blood counts have averaged well over 
five million following hemorrhages in tuberculous 
patients, in other plethoric individuals. 

The therapy, naturally, was very difficult. In 
this patient, one was working between two di- 
rectly opposite conditions. In tuberculosis it is 
advisable to build up the resistance and guard 
against loss of weight. To do this it is customary 
to recommend the best and richest of foods. In 
polycythemia we have an overthickening of the 
blood, and a rich blood-building diet would be 
contraindicated. So what improves one condition 
aggravates the other. Any roentgen therapy to 
benefit the polycythemic condition could not have 
been considered here. However, it was the tuber- 
culous condition that was causing the acute symp- 
toms, and the treatment was stressed in that 
direction. 


It would be interesting to know how much of 
the tendency toward spontaneous ( ?) hemorrhage 
may be blamed on the polycythemic condition. His 
blood pressure was not elevated. 

All these symptoms started after his chest in- 
jury. His previous history was uneventful. This 
may be considered as a case of latent pulmonary 
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tuberculosis which became activated through the 
injury. 

In a personal communication Dr. H. C. Moffitt 
tells me that he is observing a woman with similar 
hemorrhagic tendencies and advanced tuberculosis 
in whom blood regenerates rapidly. He suggests 
calling the case reported herewith one of poly- 
globulia rather than polycythemia vera. 


SUMMARY 


1. A latent tuberculous condition was activated 
by a football chest injury. 

2. Despite excellent care activity gradually pro- 
gressed. 

3. Hemorrhages—apparently spontaneous—oc- 
curred from the nose, throat, lungs, and stomach 
at different intervals. 

4. The red blood count was over 5,000,000, 
even after severe hemorrhage. 

890 Geary Street. 
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MASSIVE PULMONARY ATELECTASIS* 


REPORT OF CASES 


By Mitton J. German, M.D. 
Santa Barbara 


Massive pulmonary atelectasis is a well- 

known complication in a variety of con- 
ditions. Collapse of one or more lobes, with 
resulting displacement of the mediastinum, tra- 
chea, and heart, is the essential definition of this 
most interesting pulmonary complication. This 
must not be confused with the lung collapse asso- 
ciated with spontaneous or induced pneumothorax. 


ETIOLOGY 

A brief review of the known etiological factors 
might be of interest. In 1910 Pasteur described 
a series of massive atelectases occurring as a com- 
plication of diphtheria, and he believed them to be 
the result of postdiphtheritic paralysis. Chevalier 
Jackson * has shown this diphtheritic complication 
to be due really to bronchial obstruction by diph- 
theritic exudate. 

Pasteur later reported sixteen cases of post- 
operative massive atelectases and stated that this 
comprised about 8 per cent of postoperative com- 
plications. Norris and Landis have described it 
as occurring with pneumonia. 

The observation of wounded cases in military 
statistics has shown a high incidence of atelectasis 
of the contralateral type; that is, a collapse of 
one or more lobes when the trauma has occurred 
on the opposite side of the chest. The wound may 
have been not more than subcutaneous and amaz- 


* Read at the Semiannual Session of the Southern Cali- 
fornia Medical Society, November 9, 1928. 











Fig. 1 (Case 2).—Film made April 27, 1926, showing com- 
plete collapse of the right lung with displacement of the 
heart and mediastinum to the right. 


ingly slight in view of the resulting complication. 
This group is the most difficult to explain as 
regards etiology. 

Obstruction by foreign bodies should also be 
mentioned as a very important etiological factor, 
as atelectasis very often occurs with such ob- 
struction. 


SYMPTOMS 


Symptoms may be present in mild or severe de- 
gree, although some cases are symptomless. Usu- 
ally dyspnea is the first complaint and infrequently 
this is of severe degree. Later, cough may be 
present with mucopurulent expectoration. 

Bradford * states that symptoms are more often 
present and in greater degree in a partial than 
in a complete atelectasis. The most common com- 
plications of massive atalectasis are pneumonia, 
bronchitis, and pleurisy. 

The objective manifestations are most interest- 
ing, the physical and roentgen signs always being 
marked. The thorax shows: 


1. On inspection, retraction and immobilization 
of the chest on the side of collapse with narrow- 
ing of the intercostal spaces. 

2. Elevation of the diaphragm on the involved 
side. 

3. Percussion dullness over the collapsed lung. 

4. Displacement of the cardiac impulse toward 
the affected side. ; 

The roentgen appearance of massive atelectasis 
consists of marked homogeneous density over the 
side of the collapse, with displacement of heart, 
trachea and mediastinum to the affected side and 
elevation and fixation of the corresponding dia- 
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expansion of the right lung. 


phragm. The ribs are always seen to be closer 
together than on the normal side. 


As regards the etiology, it is obvious that, from 
the work of Jackson and his associates, many cases 
of atelectasis are due to bronchial secretions; 
and bronchoscopic operative removal restores the 
air content of the lung with amazing rapidity. 
Golden,® in describing the course of pulmonary 
carcinoma has reported a number of cases show- 
ing atelectasis of the lobe supplied by the diseased 
bronchus, or the bronchus surrounded by carcino- 
matous structure. 


In speaking of the various etiologies in atelec- 
tasis, Chevalier Jackson states : “Although diverse, 
they have two factors in common, which we be- 
lieve have some bearing on the etiology of pulmo- 
nary collapse, namely, embarrassment or paralysis 
of the respiratory movement and obstruction of 
the bronchial tubes. The interference with the 
respiratory movements may be as slight as that 
resulting from posture and may increase to that 
of the voluntary or reflex inhibition which comes 
from postoperative pain of abdominal operations, 
or even reach the complete paralysis which occurs 
in diphtheria. Obstruction has been found to be 
caused by foreign bodies, bronchial secretion or 
extra bronchial pressure as is produced by tu- 
mors.” He believes that multiple emboli coming 
from the field of operation are arrested in the 
collapsed areas and cause the collapse. 


Sante * has made some interesting observations 
regarding treatment. He has rolled the patient 
back and forth on the normal side under fluoro- 
scopic observation and has seen the atelectatic lung 


Fig. 2 (Case 1).—Film, May 1, 1926, shows partial re- 
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Fig. 3 (Case 2).—Film, December 23, 1927, 


shows a 
partial massive collapse of the right lung. 


expand. Jackson and his associates accomplish the 
same result by bronchoscopic removal of mucus 
from the bronchi. The simple method suggested 
by Sante logically seems the indicated treatment, 
and if this fails and symptoms are urgent, bron- 


choscopic procedure can always be done. 


Four cases have come under my observation 
and I wish to cite two of these, not having the 
clinical data or the roentgenograms on the others. 


REPORT OF CASES 


Case 1.—A boy, fourteen years of age, developed a 
hernia two years previously, following a kick by a 
horse. Nothing abnormal was noted in his history or 
physical examination, except the hernia. He was oper- 
ated April 23, 1926, under nitrous oxid anesthesia. On 
April 24 he developed an elevation of temperature and 
cough. Examination of his chest revealed a dullness 
over the right lower lobe, and hyperresonance over 
the right upper and middle lobes. The heart was to 
the right. Bronchial breathing and many coarse rales 
were heard over the lower right lobe. The intern, 
Doctor Schroeder, made a diagnosis of postoperative 
massive collapse of the lung, and called Doctor Fahr, 
who agreed with the diagnosis. A leukocyte count 
showed 17,350 on the evening of the 24th. The pa- 
tient’s temperature jumped from 101 on the 25th to 
103 on the 26th. It then dropped sharply and struck 
normal on the eighth day after operation. Roentgeno- 
grams on April 27 showed a complete massive col- 
. lapse of the right lung with usual displacement of the 
heart and mediastinum. On May 1 roentgenograms 
showed a partial resolution of the collapse, and on 
May 11 a normal roentgenogram was noted. Doctor 
Fahr felt that an associated bronchopneumonia ac- 
counted for the temperature. 


Case 2.—This patient was a young woman who had 
been suffering from a fibroid pulmonary tuberculosis 
for some years, the left kidney removed on Decem- 
ber 16, 1927, because of tuberculous involvement. On 
the 22nd a roentgenogram of the chest revealed a dis- 
placement of the heart and mediastinum to the right, 
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Fig. 4 (Case 2).—Film, December 26, 1927, shows prac- 
tically complete reéxpansion of the right lung. 


with a partial collapse of the right lung. Roentgeno- 
grams on December 24, 25, and 26 showed a gradual 
regression of the partial collapse. 

1520 Chapala. 
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Smallpox — Ohio’s Disgrace—In the eight years 
from 1912 through 1919, smallpox cases reported to 
Ohio health authorities numbered 33,401, a yearly 
average of 4175. During the next nine years, 1920- 
1928, smallpox reports numbered 33,874. a yearly aver- 
age of 3764. Total for the seventeen years was 67,275, 
with a vearly average of 3975. It is evident, tuererore, 
that with respect to smallpox, conditions in Ohio are 
not fast getting any better. 

This conclusion is emphasized by figures thus far 
in 1929, with 524 reported cases to March 29 and a 
daily average of six, which is nearly twice the daily 
average for 1928, when 1236 cases were reported. 

There is no doubt that reported cases are far below 
the actual total. There is a tendency in many places 
to hide smallpox cases, and many of them are never 
seen by physicians; so it is a conservative estimate 
to say that in these seventeen years probably more 
than 100,000 Ohioans had smallpox. 


Virtually all this vast aggregate of disease is due 
to activities of antivaccinationists of various kinds and 
degrees. They oppose every effort to provide the only 
known safeguard against smallpox; they prevent the 
adoption by boards of education of vaccination as a 
prerequisite to entry in the schools, and in other ways 
obstruct this phase of public health administration. 
Smallpox is the continuing disgrace of Ohio, and 
responsibility for it rests on the shoulders of antis 
and cultists whose activities constitute the reliable 
index of a low grade of community intelligence — 
Ohio Health News, April 1929. 





BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An open forum for brief discussions of the workaday problems * the bedside doctor. Suggestions for subjects 
or discussion invit 


BACKACHE 


From an Orthopedic Viewpoint 


J. Judson Sale, San Francisco.—Backache is 
one of the most perplexing problems that an or- 
thopedist is called upon to solve. This condition is 
complained of equally by both male and female at 
almost any time in life, but most frequently be- 
tween the ages of forty-five and fifty-five years. 
This decade contains the largest number of com- 
plainers, chiefly as it is known as the “critical age” 
for women, for it is about this time that the 
muscles begin to lose some of their elasticity. 

The causes of backache can generally be classi- 
fied as follows: 


1. Postural or attitudinal. 
2. Injuries. 

3. Inflammatory conditions. 
4. Congenital defects. 

5. Neoplasms. 


1. In the postural group the physical signs and 
symptoms are listing of the body to the side, or 
forward flexion; asymmetry in the folds of the 
skin; obliteration of the normal curves of the 
spine; limited motion accompanied by muscle 
spasm and restricted motions in the hips, espe- 
cially hyperextension. 

Symptoms due to faulty posture are more or 
less chronic and there is always an erroneous de- 
flection of the weight. This type of backache can 
be relieved and often cured by correcting the pos- 
ture, reéstablishing the normal curves of the spine 
and strengthening the muscles of the back by 
exercises in conjunction with massage and heat. 
These forms of treatment are to be used in con- 
nection with proper spinal support, which is best 
obtained in women by wearing a _ snug-fitting 
corset cut high enough to support the lower four 
thoracic vertebrae, and which fits the crests of the 
ilia very snugly. In men, the so-called “sacro- 
iliac” belt, when properly fitted, will give the re- 
quired support. 

2. Injuries, perhaps, cause the majority of com- 
plaints, especially among men. Injuries may be 
either to bony or soft tissue. In either case, treat- 
ment consists of immobilization of the injured 
part for a sufficient length of time to permit 
repair. Recurrent backache, seen so often in in- 
dustrial cases, usually starts with an acute strain 
which produces edema, a probable hemorrhage in 
and about the ligaments of the lumbosacral region 
which in turn causes pressure on the lumbosacral 
nerves of a sufficient degree to produce referred 
pain. When treatment in these cases is inadequate 
and strain is superimposed upon strain, we soon 
have a chronic complainer with backache of an 
almost irreparable type. 
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3. Inflammatory conditions, acute and chronic, 
include chiefly the types of arthritis, myositis, and 
osteomyelitis. Arthritis of the spine is doubt- 
less the cause of most backaches, exclusive of 
injuries. Treatment of this condition includes 
practically everything in the armamentarium of 
the physician. Primarily the treatment should in- 
clude protection to the diseased part with the spine 
in normal position; the removal of any possible 
foci of infection, and general systematic treat- 
ment in conjunction with a certain amount of 
physiotherapy, when one is definitely sure that no 
active process is present. 


4. Congenital defects such as four or six lum- 
bar vertebrae or extra long transverse processes 
impinging against the ilium produce the so-called 
“sacralized” last lumbar. Asymmetry in size and 
shape of the sacro-iliac joints and spondylolis- 
thesis are also classed as congenital defects, and 
these conditions are diagnosed by x-ray in corre- 
lation with the physical findings. Their presence 
has to be taken into consideration in the general 
treatment. 


5. Neoplasms either in the canal or bony struc- 
ture are detected by careful x-ray study in con- 
nection with spinal puncture, localized injections, 
and neurological findings. Treatment of this type 
of backache is the treatment of malignant disease 
and does not come within the scope of this 


discussion. 
* + * 


From the Genito-Urinary Viewpoint 


Miley B. Wesson, San Francisco.—The aver- 
age backache is rarely primary nor does it often 
demand wholly the type of treatment given by 
the orthopedic surgeon, and only in a great while 
is operative interference indicated. Generally it 
is a secondary manifestation of a focus of infec- 
tion that lies in the genito-urinary tract, teeth, 
tonsils, gall bladder, appendix, or intestines; but 
it is just as erroneous to attribute all backache to 
such infections as to say all seminal vesiculitis 
arises from venereal disease. 

Just as renal colic follows interference with the 
free flow of urine from the kidneys, backache 
results from lack of drainage of infections in 
the seminal vesicles and prostate. The discomfort 
may be due directly to referred pains or indirectly 
to metastatic infection. As a result of the latter, 
local fibrositis or arthritis develops in the lumbo- 
sacral spine causing the patient to assume an atti- 
tude in standing or walking that increases muscu- 
lar back strain, consequently the static element is 
often eventually responsible for the pain in the 
muscles and ligaments of the back. 

The wide distribution of the referred pains can 
be rationally explained since innervation is en- 
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tirely sympathetic and parasympathetic. Head, 
and others, have shown that the fibers ending in 
the prostate and seminal vesicles arise from the 
tenth dorsal to the third sacral segments. It is 
thus possible for the pain to be referred to the 
regions innervated by any of the corresponding 
spinal nerves. Because of a psychic error of judg- 
ment the diffusion error is accepted by the patient 
and the pain is referred to the surface of the body 
instead of the viscera actually affected. One of the 
characteristic differential points is that the pain is 
made worse by pressure on the structures at fault, 
but back motions are not limited until arthritis de- 
velops. Particularly important in the lower back 
is the presence or absence of tenderness on pres- 
sure in the area where the pain is felt. If the two 
coincide it suggests that the diseased condition is 
localized, otherwise we are probably dealing with 
a referred pain. 


Infections may cause symptoms for years be- 
fore x-ray changes are manifest. Furthermore, 
following the clearing up of the responsible focus 
of infection all symptoms may disappear in a pa- 
tient whose spine shows marked changes. The 
average patient with backache has a hypertrophic 
arthritis, and the multitude of spurs indicates that 
the lesion has been present for many years al- 
though it has caused no symptoms. For some 
reason there is a flare-up of the responsible focus 
of infection and about the same time, as the 
man bends over to tie his shoe laces in the morn- 
ing, lifts a weight during his work, or even 
sneezes, he notices a catch in his back, and total 
disability ensues. If the trouble is due to an 
exacerbation of the seminal vesiculitis, the pain 
will disappear with the establishment of drainage 
and the subsidence of the infection. The newly 
discovered old damage to the spine remains, but 
the man can be put back to work and continue as 
a useful citizen instead of taking a prolonged 
course of physiotherapy or permanent “rest cure” 
as a pensioner of some corporation. 


The layman has been educated through the 
kidney pill advertisement in the newspapers, illus- 
trated by a picture of a man bending over with his 
right hand pressed tight against his loin, to believe 
that pain in the back is due to kidney trouble. 
A microscopical examination of the second glass 
specimen of urine should be made in every case 
of backache and if it contains pus or organisms 
the genito-urinary tract should be searched for 
the source of the infection. Backache is not an 
indication for a kidney investigation, but a 
marked pyuria or bacteria in the urine always is. 

Referred pains are among the classical symp- 
toms of seminal vesiculitis, the order of occur- 
rence being pain or ache in the back, legs, supra- 
pubic region, groin, scrotum, kidney, etc. They 
are accordingly commonly diagnosed and treated 
as sacro-iliac disease, spondylitis, sciatica, hernia, 
appendicitis, etc. Gynecologists have long recog- 
nized that pus tubes in the female must be ruled 
out before an appendicitis operation is decided 
upon, but many orthopedic surgeons have yet to 
learn that seminal vesiculitis or “pus tubes in the 
male” are equally confusing and not infrequently 
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result in Smith-Peterson operations for “sacro- 
iliac slip.” 

All males who have never reveled in petting 
parties, been guilty of excessive masturbation 
before puberty, or suffered from gonorrhea will 
probably avoid the discomfort and dangers of 
chronic prostatitis and seminal vesiculitis with 


resultant backache. 
* * * 


Gynecological Aspects of Backache 


Henry N. Shaw, Los Angeles.—Reflex back- 
ache is often due to involvement of the pelvic 
viscera, the sensations being reflected through the 
ganglion and felt as pain in the corresponding 
somatic segment. As it descends from the inter- 
vertebral foramen, the lumbosacral cord passes 
over the pelvic brim, and is therefore subject to the 
pressure of pelvic or abdominal tumors or organs, 
or the irritation of inflammatory processes. 

Backache above the sacral or lumbar regions 
has no definite relationship to pelvic pathology. 
Low backache is a common finding in women 
with pelvic disease, occurring in 49 per cent of 
Lynch’s series of 1041 operative gynecological 
cases, and in 50 per cent of a series operated on 
by Ward. The fact that it was due to pelvic con- 
ditions is rather conclusively proved by the fact 
that 85 per cent of the cases in these two series 
that complained of backache as a preoperative 
symptom were cured after operation. 

The pessary plays an important role in the diag- 
nosis of backache, due to retroversion or descen- 
sus. It is not advisable as a method of treatment 
except in cases where surgery is contraindicated. 
Retroflexion, or retroversion, of the uterus has 
been much overemphasized as a cause of back- 
ache, and no suspension operation should be done 
in patients who do not complain of symptoms, or 
in those whose symptoms are not relieved by tam- 
pons or the pessary. Some gynecologists believe 
that descensus of the uterus, regardless of whether 
it is tipped forward or backward, is the main 
cause of bachache. Graves followed up a series 
of 263 cases of retroversion treated by suspen- 
sion, and found 85 per cent cured or greatly 
relieved. 

Chronic cervicitis unquestionably causes many 
cases of backache. Unfortunately there is no 
gynecological condition which has been worse 
handled than this. The racemose glands of the 
cervix are about .5 to 1 centimeter in depth, and 
extend up the canal about 4 or 5 centimeters. 
The diameter of the canal is slightly less than 
that of the lead in a pencil. One might paint the 
external os with mercurochrome, silver nitrate, or 
any other antiseptic, following it up with medi- 
cated tampons, and not help an infection in the 
deep glands further up the canal. The only treat- 
ment of value is radial cauterization, fulguration, 
or diathermy. 

Relaxation of the perineum is a common cause 
of backache, due to traction on ligaments and 
muscles of the pelvis with consequent pressure on 
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nerves. Suitable methods of repair relieve a high 
percentage of these cases. 


During the past three years we have seen a 
number of cases of backache due to hemorrhage 
from ruptured Graafian follicles, causing adherent 
tubes or ovaries. These cases were all relieved by 
freeing the adhesions and suspending the fundus 
to hold the adnexa above their former site. 


One would expect the radical operations for 
cure of procidentia or prolapse to give a higher 
percentage of cures of backaches. In fact, some 
men claim as high as 85 per cent cures. This has 
not been our experience. One explanation is that 
the condition has usually existed a long time, and 
permanent damage may have been done to liga- 
ments and joints by the long-continued loss of 
support. 

The various types of pelvic tumors—fibroids, 
ovarian cysts, etc—-act by pressure on pelvic. 
nerves. Some large tumors cause surprisingly 
few symptoms, probably because they are well 
out of the pelvis and do not impinge on the nerves. 

In conclusion, we wish to reémphasize two 
facts: 


1. Backache above the lumbar region has no 
definite relation to pelvic pathology. 

2. Noninflammatory conditions in the pelvis 
which are not relieved by the pessary will seldom 
be helped by surgery. 
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From the Radiologist’s Viewpoint 


Lyell Cary Kinney, San Diego.—The radiolo-. 


gist sees two types of backache: first, the type 
due to injury or pathology of the vertebrae; and 
second, that in which the spine plays little or no 
part. The latter is the more frequent. Due em- 
phasis has been laid upon backache from pelvic 
and urinary pathology. Another large group is 
intrinsic back pain from muscle spasm or fatigue 
in faulty posture and from ligamentous strain or 
infection. In these cases the function of radi- 
ology is to rule out the presence of lesions in the 
spine, and the findings are usually negative. 


When backache is due to causes in the spine 
the roentgen examination is diagnostic. Follow- 
ing trauma every case of backache should be con- 
sidered a fracture of the vertebrae until proven 
otherwise. During the past year we have seen 
four cases of fracture of the bodies of the verte- 
brae, the direct result of being bounced in an 
automobile in ordinary city traffic. Fractures of 
the transverse processes occur in minor injury or 
occupational strain and are a frequent unrecog- 
nized cause of backache, discovered at a delayed 
roentgen study. But while demonstrable fracture 
is frequent, the more common etiologic cause is 
injury to ligaments and fascia or strain of the 
sacro-iliac or sacrolumbar joints. None of these 
conditions give roentgen findings, and negative 
findings do not rule them out. 

Anomalies in the formation of the vertebrae in 
the sacrolumbar region are often found in back- 
ache. It must be remembered that such anomalies 
are found in nearly one-half of all patients and 
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they are usually symptomless. Congenital defects 
that are sufficient to make the foundation for the 
vertebral column poor or destroy its balance are 
important in that they necessitate protective 
muscle spasm and cause ligamentous strain. Ac- 
tual rotation or slipping of a body, leverage of 
one side against the ilium, asymmetrical or de- 
tached articular processes are examples of such 
anomalies that may give rise to intractable .back- 
ache. The fact of anomaly is unimportant, but 
unbalanced or improper foundation in this region 
is a significant roentgen finding. 


Arthritic or hypertrophic changes in the spine 
are often seen with back pain. In early and middle 
life this has the same meaning as arthritis else- 
where. After fifty, hypertrophic changes lose 
much of their significance as a primary cause of 
backache, for these changes occur in two-thirds 
of all patients, and are accompanied by pain in 
less than 25 per cent where they are present. But 
in traumatic cases the arthritic changes are of 
great importance. Exostoses are brittle, calcified 
ligaments rupture easily and the infection process 
may become acute. Such a spine is liable to seri- 
ous and prolonged disability from minor injury. 

In childhood where there is prolonged back 
pain the radiologist must rule out tuberculosis, 
osteomyelitis, and osteochondritis. In late adult 
life metastatic carcinoma and Paget’s disease in 
the vertebrae are probable causes. 


Among the extrinsic causes of backache renal 
calculus is always a possibility. Apical abscesses, 
paranasal sinusitis, gall-bladder pathology and 
ileocecal stasis are determining foci of infection 
that may localize in the lumbar muscles, fascia, 
ligaments, or spine. Such focal infection is a 
common cause. 


Thus, from a radiological standpoint, backache 
presents these problems for study: Is there in- 
jury, mechanical defect or a pathologic condition 
in the spine? Are there renal or gall-bladder cal- 
culi? Are there foci of infection to account for 
inflammatory changes in the supporting soft struc- 
tures of the back? These conditions may be pri- 
mary or may accompany other causes such as 
pelvic, urinary, or static. They each require care- 
ful consideration for a complete diagnosis of the 
symptom backache. 


Regents Approve University of California Institute 
of Tropical Medicine—Formal establishment of the 
Pacific Institute of Tropical Medicine Within the 
George William Hooper Foundation for Medical Re- 
search of the University of California, was announced 
yesterday afternoon, following the April meeting of 
the regents of the university. The plan of President 
W. W. Campbell and Dean Langley Porter of the 
medical school was approved by the board of regents 
and the institute will be opened next year. Dr. Alfred 
C. Reed, professor of tropical medicine, will be its 
head. 


The purpose of the new organization is to provide 
the western center for the treatment and study of 
tropical diseases, for research in the general problems 
of health and food preservation in the tropics or 
locally as a result of conditions having their origin in 
the tropics, for public education and for the treatment 
of individuals suffering from tropical diseases.—U. C. 
Clip Sheet. 
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MEDICAL LEGISLATION—FURTHER 
COMMENTS 


Having embarked in these columns on a dis- 
cussion of certain prospective laws pertaining to 
the practice of medicine, which could affect the 
interests of physicians of California, there is now 
no course to follow other than to keep the mem- 
bers of the California Medical Association in- 
formed on the various bills, until such time as 
the Forty-Eighth California Legislature decides 
that it has concluded its labors and sees fit to ad- 
journ, which will probably be in May or June. 


No startling legislative news can be chronicled 
at this time, because at this writing no bills have 
been passed nor has rejection in others of interest 
to the medical profession been absolutely final. 
The days, however, have been unusually full of 
arduous labor for a number of officers upon 
whose shoulders has fallen the responsibility of 
watching and guiding certain measures through 
the committees of the Assembly and Senate. 


* * * 


Vocational Standards Bill—This measure is 
proceeding to passage, and practically in the form 
as outlined in the leaflet, a copy of which, in 
April, by action of the Council, was sent to every 
member of the California Medical Association. 
The members of the Council, with special facili- 
ties for observation, were practically a unit in be- 
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lieving that the bill in its present form was as 
good as could be expected, and that for all prac- 
tical purposes it would amply safeguard the rights 
and prerogatives of the California Board of 
Medical Examiners. The members of that board 
seem to hold to a somewhat similar opinion. It 
seemed wise, therefore, all things considered, not 
to engage in unnecessary controversy by opposing 
the Vocational Standards Bill. 


* * * 


The Medical Library Bill—This bill, which if 
enacted, could in years to come be made to be of 
untold service to the medical profession of Cali- 
fornia, is having a somewhat tardy progress. 
Just why, is as yet not altogether plain. It is a 
measure to which the California Medical Asso- 
ciation, through its officers, has committed itself. 
The California Board of Medical Examiners can- 
not well use, and what is quite as important, the 
state department of finance will not allocate to 
the examining board a budget permitting the utili- 
zation of all the monies in the reserve fund of 
the California Board of Medical Examiners. 
These monies coming from doctors, must not and 
shall not be diverted into the general state fund 
for upkeep of roads, prisons, and so on, without 
vigorous objection and indignation from the medi- 
cal profession. On that point there need be no 
doubt. 

As this is written, the latest proposal to jeop- 
ardize the measure comes from obscure sources. 
It is probably an expression of the well-known 
procedure of smothering a bill by means of 
amendments. In this instance, it comes forth as 
a naive proposition to divide the $100,000 between 
two of the medical schools of California for their 
libraries, because then the books and journals 
would be made more available to. a larger number 
of student readers! Now there are four regular 
medical schools in California and this proposition 
would leave two without recognition, as well as 
placing state money in at least one nonstate insti- 
tution, itself a proceeding with little warrant in 
constitutional Jaw. All who know much about 
modern-day undergraduate training appreciate 
that the need of undergraduate medical students 
is not for more collateral and diversified literature 
and courses, but for more intensive application to 
well-known standard textbook work, in which 
fundamentals are emphasized and reémphasized. 
This sudden intense interest in some of the medi- 
cal students of California, by someone from 
somewhere, is therefore a surprise, and especially 
so, since the proposal would nullify for the pro- 
fession at large much of the value of the proposed 
state medical library. 

This proposed state medical library can amply 
serve the medical institutions of California, but 
such service will be best performed through 
faculty library committees in touch with the state 
librarian’s office, and with equal recognition of 
every medical school in the state. 

In similar manner this proposed state medical 
library can serve hospital staffs and county medi- 
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cal societies of California by supplying chart and 
other exhibits and special literature for programs 
which could be arranged in advance. If a sys- 
tematic and rotating so-called postgraduate course 
of lectures, such as was promoted by the Ameri- 
can Medical Association several years ago, were 
outlined in connection with the extension lecture 
work of the California Medical Association, it is 
quite understandable how a traveling set of ex- 
cellent charts and so on, could be of very great 
service in adding to the interest and value of 
hospital staff and component society scientific 
meetings. But, above all else, this proposed state 
medical library, as one of the activities of Cali- 
fornia, would make it possible for every physician 
to call upon it without any hesitancy whatever to 
aid him in getting a better grasp on any litera- 
ture or subject in which he was interested. The 
arguments for this state medical library are all 
in its favor. The bill should and will go on to 
passage unless narrow or similar vision and ac- 
tivity complicate the situation, and in such event, 
the readers of this journal will be told the facts. 


* * * 


Lien Bills—The so-called lien bills (Senate 
Bill 513 and Assembly Bill 719) have received 
considerable thought and discussion by officers of 
the Association. These measures would have given 
physicians, nurses, and hospitals a lien for services 
rendered, on any sums awarded injured persons 
cared for by these agencies. These measures were 
particularly intended to be of service to physi- 
cians, nurses, and hospitals, in California towns on 
or near major highways, to whom persons injured 
in automobile accidents are promptly taken for 
care, but which patients, after care is given and 
beds and materials supplied, often depart with- 
out paying for any of these things. Of course, 
such action is all unjust and unfair, and some 
time the situation must be remedied. For the 
moment, however, a majority of the legal mem- 
bers of the judiciary committees of the legis- 
lature seem to hold that such a lien bill would 
give physicians improper advantages over attor- 
neys. Continued effort will be made to persuade 
these legislators to take a different viewpoint. The 
campaign of education will be kept up until the 
inherent merits of these lien bill measures will be 
recognized, so that they may be incorporated into 
the California statutes. 


* * * 


Nurses Bills—These measures were discussed 
in the March issue of CALIFORNIA AND WESTERN 
MepIcINE (page 191). Senate Bills 52 and 143 
are presumably acknowledged as booked for de- 
feat. Senate Bill 104 has been tabled, but efforts 
are still being made, and probably will be con- 
tinued by certain representatives of the nursing 
profession, to bring it out of committee. The 
Council and Executive Committee of the Cali- 
fornia Medical Association are firm in their belief 
that the best interests of the nursing profession 
will be served if these proposed measures are 
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made a subject of study and conference during 
the next two years, so that legislation satisfactory 
to all interests may be presented to the next legis- 
lature. From all accounts some of the spokesmen, 
or rather spokeswomen, for these measures have 
been badly advised, and misstatements have been 
made that have created several embarrassing situa- 
tions when the denials later on came in. Thus, for 
instance, without authority and with practically 
no basis, the names of several officers of this 
Association were given at Senate committée meet- 
ings as being in favor of S. B. 104, when they 
were known to be opposed to the bill. No good 
ever results from such tactics. 

The nursing profession has important rights, 
which should be conserved and safeguarded with 
the same care as are those of the medical pro- 
fession. It is hoped that out of all this discussion 
of these measures which concern the nursing pro- 
fession will come a better understanding of the 
issues involved, so that at the next session of 
the legislature desirable changes in the present 
methods of licensure of nurses, and so on, may be 
taken up for consideration. 


* * * 


Other Bills—A goodly number of other bills, 
such as those having to do with expert medical 
testimony, care of mental patients, and so on, are 
receiving active surveillance by officers of the 
Association, but it would lead one too far afield 
in this column to comment in detail on each. As 
was previously requested, every member who is 
especially interested in any measures now before 
the legislature should feel free to send sugges- 
tions or comments to the central office of the 
California Medical Association, so that the same 
may be forwarded for consideration to the proper 
officers. 


ADVANTAGES OF COUNCILOR DISTRICT 
SOCIETIES 


Medical Organization Problems Associated with 
California’s Bigness.—The fifty-eighth annual ses- 
sion of the California Medical Association was 
held at San Diego, May 6 to 9, just as this num- 
ber of CALIFORNIA AND WESTERN MEDICINE was 
being prepared for the mails. On that account, a 
report of the San Diego proceedings must lie over 
for next month’s issue. It may be taken for 
granted that our San Diego colleagues did their 
part well and that the 1929 annual session will 
have a place among recent successful sessions of 
the California Medical Association. The attrac- 
tiveness of scientific and entertainment programs 
which were offered probably brought out a good 
attendance, in spite of the somewhat remote 
geographical position of San Diego to central and 
northern portions of the state; and the fact that 
at Los Angeles those members who traveled south 
on Southern Pacific trains were obliged, with 
varying loss of time, to transfer to Santa Fe 
trains. These traveling inconveniences by train 
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only emphasize the bigness of California’s domain, 
and call attention to the diversity of physical en- 
vironment and the peculiarities and characteristics 
of urban and rural life in different portions of 
the state and some of the problems of organized 
medicine which in part arise therefrom. 


* * * 


Other States Have Councilor District Societies. 
Which brings to mind the thought that, if other 
states of far lesser geographical extent, in order 
to better codrdinate organization activities find it 
advantageous to have councilor district societies 
of their state medical associations, it might seem 
equally or more desirable for a state as large and 
diverse as California also to have such district 


associations. 
Ea a * 


Councilor District Societies in California Still 
in Their Infancy—Councilor district societies as 
an expression of organized medicine in Califor- 
nia, and of better organization of the California 
Medical Association, may be stated to be still in 
their infancy. The seeming exceptions are the 
Southern California Medical Association, which 
embraces the three or four councilor districts 
south of the Tehachapi, and the California North- 
ern District Medical Society, embracing a some- 
what similar territorial scope. 


Is it proper to ask ourselves whether the time 
has not arrived when a councilor district society 
could be contemplated and perhaps organized in 
almost every councilor district of California? 
Such councilor districts are made up of county 
medical units in such comparatively close geo- 
graphical proximity that semiannual sessions (the 
county units perhaps waiving meetings in those 
two months) would work very little hardship. 


To vary the routine, and for the advantages 
that would come through other contacts, two or 
three of such councilor district societies, in every 
second or third year could join forces and in lieu 
of one of their meetings, put over a joint meet- 
ing, which would still further widen the influence, 
and create a greater solidarity and interest among 
members of the profession having closely related 
and interlocking public health and other problems. 


* * * 


How Councilor District Societies Make for 
More Efficient Organization —The advantages of 
councilor district organizations are many. Such 
councilor organizations bring together the officers 
of the different county units, and the good work 
of one county society becomes a stimulus for 
more aggressive activity in other county societies 
of the district. In similar fashion, colleagues from 
one county through such councilor district organi- 
zations, have an opportunity to meet other col- 
leagues having somewhat similar professional 
problems of scientific, social welfare, or economic 
nature. And last, but not least, such district or- 
ganizations make it possible for that large number 
of colleagues who find it very difficult to leave 
their practices for three to six days at a time, to 
attend the annual sessions of the state associa- 
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tion, to meet and reap the joy and benefits which 
come through meeting colleagues who otherwise 
would be most infrequently seen. 


* * * 


Present Section or Group District Societies 
Could Continue—li such councilor district socie- 
ties were formed it would not be necessary for 
group county organizations like the Southern Cali- 
fornia, the Sacramento, or San Joaquin societies 
to disband. These could hold their meetings once 
or twice a year, as now, and act practically as 
section societies covering a geographical domain 
as large as might seem desirable. 


a 


Concerted Organization Effort by District 
Councilors ——Ilf there be merit in councilor dis- 
trict organizations for California, why would it 
not be a good plan if a concerted effort were made 
by the nine district councilors to bring such 
societies into existence in their respective terri- 
tories? Much of the initial work of organization 
might be handled from the central office of the 
Association at San Francisco, the district coun- 
cilor taking the initiative, and through appoint- 
ment of a program committee, providing at the 
organization meeting for a one day’s session, with 
a morning, afternoon, and evening meeting. In 
addition to local speakers and essayists, colleagues 
from the Extension Bureau of the California 
Medical Association (see page 281 of the October 
1928 issue for full lists of papers and essayists) 
could be called upon to round out the scientific 
programs. Within certain limits, by action of the 
Council, the primary cost of organization of such 
councilor district societies might be financed by 
the State Association. 

A simple mode of organization could be worked 
out by the Council as a working basis for the 
inauguration of the different councilor district 
societies, until such time as experience pointed 
out desirable modifications. 


* * * 


Scientific Medicine Needs the Support of Or- 
ganized Medicine-—The forces arrayed against 
scientific medicine are many. On all sides its 
rights and standards are endangered, sometimes 
by malevolent forces, and not infrequently by 
well-meant endeavors, which if brought to full 
development, will act as deterrent forces to the 
advancement of organized and scientific medicine 
and their capacity for service. 

The way to organize is to organize, and good 
organization implies the utilization of the influ- 
ence and cooperation of all members of all com- 
ponent county societies. California is geographi- 
cally, economically, and socially so large that it 
would seem to need group effort between city and 
county units and the parent state organization. 
In organized medicine as represented by the Cali- 
fornia Medical Association, the formation of 
councilor district societies might make for greater 
progress in both the component county societies 
and in the state association, and on that account 
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would seem worthy of careful consideration and 
support by all who would have the medical pro- 
fession take as strong a position as possible before 
the public. The public has a real respect for 
strong, legitimate organization. It is apt in this 
day and generation to think lightly of institutions, 
organizations and businesses that are not well 
organized. 


POPE’S AND ROANTREE’S ARTICLES 
IN THIS ISSUE 


The Work of Saxton Pope in Africa.—It is a 
busy world, this in which we live. With its ever 
present pressure of work before us on the today 
and on the morrow, it seems difficult to find time 
to contemplate some of the activities of yesterday. 
Some of the work of a yesterday is brought to our 
attention by an article in this issue of CALIFoR- 
NIA AND WESTERN MEDICINE; work which was 
done by a former member and officer of the Cali- 
fornia Medical Association, Saxton T. Pope, 
whom death took from our midst two years 
ago. This research, to which publicity is only 
now given, brings to mind Saxton Pope’s unusual 
capacity for work, his diversity of interest in 
scientific matters, as well as his interesting per- 
sonality. 


It was an experience in itself, as we look back 
upon it, to see Saxton Pope, a physician, becom- 
ing especially interested in Indian lore through 
professional contact and observation of an aged 
member of one of California’s early Indian 
groups. And from that experience, taking up the 
special study of bows and arrows, and ending 
with his determination to engage in the hunt for 
game with these implements, because of the in- 
creased hazards and sportsmanship elements con- 
nected, under such conditions, with a chase of the 
wild. 

When Saxton Pope was among us, as a busy 
fellow practitioner and as secretary of this Asso- 
ciation and as editor of its journal, his personality 
took on additional charm when it became known 
that he had engaged in the hunt with bow and 
arrow, first of small game, and then later of wild 
cats and bears, in the great open spaces. 


These unusual achievements would have been 
ample for most men. But not so for Saxton Pope. 
For him the quest of attainment demanded more. 
It was therefore a surprise, though not incredible, 
to learn that, with a number of kindred spirits, 
he intended to go to Africa on a bow and arrow 
hunt for lions. The record of that trip has been 
put in page form, and needs no mention here.* 


What concerns us now, is that it seems very 
fitting that attention should be called to some 
scientific work which he did in Africa in connec- 
tion with the animals killed by him. That work 
or line of scientific investigation is unfolded in 
the article in this issue by Dr. S. H. Mentzer, in 
which the drawings and observations which were 
made by Doctor Pope on the biliary tracts of 





* The Adventurous Bowman, by Saxton Pope. Pub- 


lished by the George P. Putnam Company, New York. 
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animals killed in the African expedition are now 
placed in permanent record in this journal, which 
he once edited. As the many colleagues who knew 
Saxton Pope peruse this article, and note the 
illustrations and observations from his pen, their 
hearts will glow with renewed pride at having 
known him. In this, one of his last works, Saxton 
Pope did honor to the medical profession of Cali- 
fornia, and this somewhat tardy publication of 
some of his observations will only add to the 
interest which it must have to many members of 
the California Medical Association. 


* * * 


An Article by an Elko, Nevada, Colleague.— 
CALIFORNIA AND WESTERN MEDICINE is the ac- 
credited publication representative of the medical 
associations of the states of California, Nevada, 
and Utah. For the benefit of those who are not 
acquainted with the fact, it is proper to state that 
Elko is a small town of some three thousand 
population. 

An article in this issue of CALIFORNIA AND 
WESTERN MeEpICcINE, on “Torsion of the Sper- 
matic Cord,” is from the pen of Dr. R. P. Roan- 
tree, a colleague who resides in this small Nevada 
town. 


Special mention is made of this particular 
article not only because of its worth in exempli- 
fying alertness in clinical observation and ex- 
cellent portrayal in word picture of the subject 
presented, but to bring out for special emphasis 
that a large urban center is not the only and abso- 
lutely necessary background for scientific observa- 
tion in medical problems. 

The excellent article by Roantree of Elko 
should recall to us that the open, well informed 
and questioning mind and eye, will see cases of 
value and interest no matter how seemingly small 
in population numbers the community in which 
one practices may be. Roantree’s work reminds 
us of the need of shaking off somewhat the 
shackles of routine practice, so that our daily 
professional labors may be fraught not only with 
the credit of good results to our patients, but 
with medical observations which can be of value 
to ourselves and to our fellows. 





FEDERAL TAX ON EARNED INCOMES 
OF PHYSICIANS 


In the Medico-Legal column of the Miscellany 
Department of this issue of CALIFORNIA AND 
WESTERN MEDICINE is printed a form of peti- 
tion to Congress, in which a plea is made for a 
reduction of the federal tax on earned incomes. 
This petition presents the argument on behalf of 
physicians, giving the reasons why this particular 
class of citizens feels that it should be exempt 
from certain of the income tax provisions which 
now obtain. The effort which is now being made 
throughout the United States to have a reduction 
of earned incomes of all classes is one that merits 
careful consideration by our federal lawmakers. 

Every county medical association and every 
hospital staff and organization should pass resolu- 
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tions somewhat of the form above referred to. 
The full copy should be sent not only to the 
United States Congress direct, but might well be 
sent to the United States senators and various 
representatives from California. The full list of 
these federal senators and congressmen is also 
given in the Medico-Legal column, with directions 
on how to address communications to be sent to 
these officials. 


If the more than four thousand members of 
the California Medical Association would send to 
California senators and congressmen, letters sup- 
porting the plan to reduce the federal tax on 
earned incomes, then these United States senators 
and congressmen would be apt to be far more 
aggressive in their efforts to bring about such re- 
duction than would otherwise be the case. The 
equity of the proposition must be self-evident. 
The present campaign for a reduction is being 
made under broad auspices, and no doubt will 
result in a real effort to bring about a better ad- 
justment in these tax matters. Every physician 
in California who pays federal income taxes under 
present conditions, is in one sense submitted to 
a hardship out of proportion to that borne by 
other citizens for whom special exemptions are 
made on capital income. It is hoped that county 
medical societies, hospital staffs, and members of 
the medical profession will give this present move- 
ment to bring about a readjustment of federal 
income taxes in relation to earned incomes most 
hearty support. Your letters will be of value in 
educating your lawmakers and representatives 
at Washington concerning the viewpoint of the 
medical profession of California. And what has 
been here written concerning California applies 
with equal force to our sister states of Nevada 
and Utah, whose state medical associations are 
represented in this journal. 


Mastitis-Raw Milk Combination Causes Another 
Epidemic.—Health News of last week recorded an epi- 
demic of septic sore throat as having been traced to 
raw milk from a herd in which there was a cow with 
an infected udder, and mentioned one in Savannah, 
Wayne County, as under investigation. Following is 
a report of the Savannah outbreak. 


In the week of March 10 approximately seventy- 
five cases were discovered in the village, which has 
a population of about 600. Most of the cases devel- 
oped between the 10th and the 13th. All those investi- 
gated had used Grade A raw milk from one dairy 
and no cases were discovered among persons who had 
not used this milk. In one family a child who had the 
milk at school was ill, but no cases occurred among 
other members of his family who had used other milk. 
In another family two adults who had used the milk 
on cereal were ill, while two children who had used 
no milk escaped. The existence of cases of sore throat 
on the farm previous to the beginning of the outbreak 
was denied. 

Investigation revealed that a cow in the herd supply- 
ing the milk received an udder injury about March 2. 
A veterinarian who examined the udder on the 6th 
reports that he found no evidence of inflammation at 
that time. The existence of mastitis was discovered 
on the 13th, but apparently the milk was not excluded 
until after that date. 


When the epidemic was reported to the department 
arrangements were made to have Dr. R. S. Breed, 
department consultant, visit the dairy with the local 
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health officer, veterinarian and district state health 
officer, to advise concerning exclusion of milk from 
the apparently unaffected cows. The milk was tempo- 
rarily excluded and samples for bacterial examination 
were taken from all cows in the herd. Examinations 
made in the state laboratory indicated that hemolytic 
streptococci were present in the milk from the in- 
fected cow and in throat cultures from patients. 


These epidemics, following closely upon that at 
Lee, Massachusetts, and the outbreak of illness among 
school children at Cornwall, outlined in Health News 
of December 24, 1928 and the Wayland epidemic re- 
ported last week, all traced to raw milk from herds 
in which there were cases of mastitis, furnish strik- 
ing evidence in support of the department’s position 
(1) that acute mastitis constitutes a serious menace 
to the health and safety of consumers of raw milk; 
(2) that under present conditions the farmer cannot 
be depended upon to discover the condition until it is 
well developed, or to exclude the milk immediately 
after its discovery; (3) that veterinary examinations 
of herds at least monthly, or weekly bacterial exami- 
nation of herd milk samples, or a combination of the 
two, provide a distinct safeguard which, however, is 
not absolute, since mastitis may develop in the inter- 
vals, and that (4) the only certain safeguard is effec- 
tive pasteurization.—Health News, April 1929. 


Wise Recklessness.—A good many centuries ago 
one of the most far-sighted seers of human history 
said, in effect, that the man who saves his life may 
lose it, while the man who loses his life may save it. 


If Bernard Shaw or G. K. Chesterton had said this, 
the world might have dismissed it as a clever bit of 
journalistic word juggling, a sacrifice of sober truth 
for verbal effect. 


But the world is a bit reluctant to accuse the Gali- 
lean Prophet of word juggling. 


Jesus was not a journalist. 


He did not make a living by tickling the ears of 
subway crowds with trenchant epigrams. He was a 
master of trenchant epigram. I do not know a better 
textbook for budding journalists than the New Testa- 
ment. But His epigrams and His paradoxes were 
born, not of conscious word carpentry, but of an in- 
sight so deep that its simple expression was so far 
from the common notion that it seemed strange and 
bizarre. 


It has taken several centuries to grow up to some 
of His epigrams. 

The epigram I have mentioned—that a man may 
save his life by losing it—is a perfect example of what 
I mean. 

A score of illustrations outside the field of mystical 
religion can be mustered to show how the world is 
demonstrating the practicality of this seemingly ab- 
surd assertion. 

All that is best in the medical profession, for in- 
stance, is bent upon making the world so healthy that 
it will have less and less need for the doctor. 

The scientific pioneers in medicine are year by year 
plotting the eradication of diseases that were the 
source of bread and butter for their predecessors. 

The old doctor made money attending diphtheria 
cases. 

The new doctor prevents diphtheria by a few in- 
jections. 

Typhoid and tuberculosis tell the same story—dis- 
eases that once meant hundreds of visits for doctors 
are coming under the control of medical science. 


Supervision of the health of school children, the 
employment of district nurses and social workers—all 
are part of the picture of a profession losing its life 
as a vast body of private practitioners but saving its 
life and its dignity in a great adventure in health 
building and disease prevention. 


And there are still other sayings of the great Gali- 
lean that are not as paradoxical as they sound.—Glenn 
Frank, in Evening World. Medical Times, April 1929. 
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Current comment on medical progress, discussion of selected topics from recent books or 
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Pediatrics 


ort Sinus Infections in Children.—The 
present epidemic of upper respiratory tract 
infection serves to call attention to accessory sinus 
infections, particularly in children. We think of 
children as having rudimentary or undeveloped 
accessory sinuses, but the work of Marriott and 
Dean demonstrated that children may have sinus 
development even in late infancy. A simple myr- 
ingitis is a very common sequel to a mild coryza, 
and may go on to a definite otitis media of a 
serous or purulent type. 

In every instance of upper respiratory tract in- 
fection of infants or children the ears should be 
carefully examined, using a head mirror and ear 
speculum or, better still, an electric otoscope. 
This is a very simple procedure, and one who is 
familiar with the normal ear drum of an infant 
or of a young child can readily recognize any 
abnormal condition. 

In such upper respiratory tract infections an 
associated diarrhea or an unexplained temperature 
should make one suspicious of ear inflammation. 
Response to appropriate treatment is surprisingly 
prompt. Topical applications, such as glycerin or 
hot irrigations, or incision when the drum mem- 
brane shows a definite bulging that is indicative 
of retained fluid, is rapidly followed by relief of 
all symptoms and by a sharp drop in temperature. 

The discharging nose and the postnasal drip of 
mucus result in an irritating cough, particularly 
when the child lies down at night and when he 
awakens in the morning. Careful examination of 
the nasal passages will show that the turbinates 
are somewhat congested and swollen, and there is 
more or less mucopurulent material in the nasal 
passages. If the child has been infected with the 
so-called common cold with persistent nasal dis- 
charge after his tonsils and adenoids presumably 
have been removed, one may think that removal 
of the adenoids has not been complete. A careful 
digital examination, however, will show that the 
discharge comes from the nose. Occasionally, 
clouding of the antra of Highmore or, in an older 
child, clouding of the frontal sinuses is shown by 
x-ray. Too much reliance cannot be placed upon 
a negative x-ray finding as frequently in acute 
inflammations of the sinuses no shadows are cast 
though the sinuses be ‘filled with mucopurulent 
material. 

Study of the accessory sinuses in children 
should be made with the same degree of care as 
is necessary in diagnosing an obscure lesion of 
the chest or abdomen. 


A. J. Scott, Los Angeles. 





Proctology 
—— Disease.’—This condition is 


variously known as Hirschsprung’s disease, 
idiopathic congenital dilatation of the colon, mega- 
colon, etc. It is an interesting and definite entity 
and, although its most characteristic manifesta- 
tions may be postponed occasionally till adult 
years, the. disease can be demonstrated usually 
shortly after birth. 

The characteristic symptoms are inveterate con- 
stipation, infrequency of bowel movements, and 
great distention of the abdomen. Pathologically 
there is enormous dilatation and hypertrophy of 
the colon which, though most common in the sig- 
moid, may involve the rectum below as far as the 
anal sphincters and above a portion of the ileum. 
In fact, should the most satisfactory of surgical 
procedures be carried out, namely, colectomy, the 
ileum may later be affected by a similar hyper- 
trophy and distention. 

The cause of this peculiar condition is unknown. 
Rarely there has been discovered an apparent 
cause, such as a muscular contracted ring at the 
rectosigmoid junction. Dilatation of this has re- 
lieved much of the distress.2, More often, how- 
ever, pathologic changes causing obstruction of 
the colon, such as tumor, fissure of the anus, 
chronic volvulus, etc., will neither produce the 
prolonged constipation nor the degree of ab- 
normal variation which is characteristic of Hirsch- 
sprung’s disease. This appears to be intrinsic in 
the walls of the bowel, and has hence given the 
impression that it is due to a neuromuscular 
dyscrasia. 

Medical treatment may certainly render the 
majority of patients comfortable although ana- 
tomic cure will not result. Such treatment con- 
sists mainly of enemata for evacuating the power- 
less colon. These must be given no less than once 
a day. The mortality with conservative treatment 
is still greater than that with surgical treatment, 
and Finney * declares that the latter is three times 
as effective in curing the disease. 

Surgical measures have varied from appendic- 
ostomy and colostomy to short-circuiting opera- 
tions such as ileorectostomy and colectomy. Of 
these, removal of the distressing and intoxicat- 
ing large bowel is the most beneficial. The disease 
extends often too near the anus for a suitable 
short-circuiting operation, and the bowel most 
often will not empty itself even through an arti- 
ficial opening. 

Recently a new treatment has been brought out 
which appears to offer considerable possibilities. 
It is the application of lumbar sympathetic gan- 
glionectomy and ramisectomy, and was developed 
through the observation by Royle,* that patients 











May, 1929 


suffering from spastic paralysis were also defi- 
nitely constipated. Excessive action of the sym- 
pathetic nervous system fixes the posture in the 
large bowel due to the accumulation of feces. A 
removal, therefore, of this hypertonic nervous 
control should abolish the lack of muscular recoil 
and allow peristalsis to proceed. 

Of thirteen patients so afflicted, eleven were 
relieved of their constipation after destruction of 
sympathetic rami and ganglia. 

Following this observation Wade and Royle® 
planned a special operation for eliminating the 
action of the lumbar sympathetic system in a case 
of Hirschsprung’s disease. The patient was re- 
lieved of the marked constipation and was able to 
do without further enemata. More recently Judd 
and Thompson ® reviewed the cases of this disease 
which were treated at the Mayo Clinic. View- 
ing the radical operation on the colon as a high 
risk, they tried sympathetic neurectomy. Two 
patients with Hirschsprung’s disease received de- 
cided benefit, and within two weeks of the opera- 
tion were able to have bowel evacuation without 
enemata or laxatives. In the first patient, the 
second, third, and fourth lumbar sympathetic 
ganglia were removed with their communicating 
nerves on one side. In the second patient the 
ganglia and nerves were removed on both sides. 
The latter patient had the entire colon involved. 


M. S. Wootr, San Francisco. 
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Bacteriology 


Oz Vaccines.—Successful immunization by 
oral administration of vaccines has been the 
goal of extensive laboratory and clinical research. 
Conflicting clinical reports are available as to the 
value of such vaccines. Suggestive experimental 
data as to a possible explanation for this lack of 
clinical agreement have recently been reported by 
Frankel? of the Cancer Institute, University of 
Berlin. 

Frankel found that mice given massive oral 
doses of Shiga vaccine develop no immunity, but 
become, if anything, more susceptible. With small 
doses no effects are obtained. It is only with 
medium sized doses that a distinct immunity 
develops. 

Whether or not his results are applicable to 
human medicine has not been determined. 


W. H. Manwarine, Stanford University. 
REFERENCE 
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Surgery 


bservations on Treatment of Gastric and 

Duodenal Ulcer in Some European 
Clinics.—Although the treatment of gastric and 
duodenal ulcer follows along well-recognized lines 
in the various European clinics which I recently 
visited, it has not been placed upon an entirely 
uniform basis. The majority of European sur- 
geons are doing either resection or excision com- 
bined with gastro-enterostomy for gastric ulcer. 
It was only at Hohenegg’s clinic in Vienna that 
simple gastro-enterostomy is being done in some 
cases in which the gastric ulcer could be readily 
excised or resected. 

The treatment of duodenal ulcer varied to a 
greater extent. There are three main schools of 
treatment for duodenal ulcer—the conservative, 
the radical, and the group between the two. That 
no absolutely sound principles have been arrived 
at in the treatment of duodenal ulcer is shown 
by the various methods used, and is perhaps best 
exemplified by what has happened at Bier’s clinic 
in Berlin. There they have changed from doing 
a simple gastro-enterostomy in cases of duodenal 
ulcer to the radical method of resection, then back 
again to doing gastro-enterostomy, and at present 
they take a stand midway between the two. 

At the clinics which I visited in Liverpool, 
Leeds, Edinburgh, Glasgow, and London, I saw 
only conservative methods in the treatment of 
duodenal ulcer. Sir Berkeley Moynihan, Wal- 
ton, and other English surgeons are performing 
gastro-enterostomy for duodenal ulcer, and their 
results are good. The occasional occurrence of a 
jejunal ulcer following this procedure is acknowl- 
edged, but the percentage of such ulcers is low, 
being placed between one and three per cent. As 
Moynihan expressed it, even if one adds the per 
cent of occurrence of jejunal ulcer to the low per 
cent of mortality of gastro-enterostomy, the total 
percentage is much lower than the per cent of 
mortality following resection even in the best 
hands. The English surgeons believe that in prop- 
erly selected cases the results of gastro-enteros- 
tomy are excellent. 

Wilkie at Edinburgh is also conservative in his 
treatment of duodenal ulcer, but in recent years 
he has been doing a gastroduodenostomy instead 
of a gastrojejunostomy. In this operation he joins 
the anterior portion of the stomach near the 
pylorus to the second portion of the duodenum 
about opposite the ampulla of Vater. In this pro- 
cedure it is necessary to mobilize the second and 
third portions of the duodenum, which can readily 
be done by incising the peritoneum along the 
outer or convex border of the duodenum. Wilkie 
feels that this procedure offers all the advantages 
of a gastrojejunostomy and practically eliminates 
the danger of the occurrence of a secondary or 
stomal ulcer because the acid stomach contents 
are emptied into the intestine near the same point 
where the alkaline secretions, bile, and pancreatic 
juice enter the bowel. The simpler forms of plas- 
tic operation are not looked upon with much 
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favor, although they are occasionally used by some 
of the surgeons. 

Surgery in cases of gastric ulcer is quite uni- 
formly the ’same throughout England. It is felt 
that, if possible, a gastric ulcer should be removed. 
This is done either by excision or partial resection 
of the stomach. Moynihan believes that the per- 
centage of gastric ulcers which may become malig- 
nant is as high as 21.8 per cent; Walton places 
it at 15 per cent. 

It is incorrect to refer to the radical treatment 
of duodenal ulcer as the Continental method, as 
there are a number of Continental surgeons who 
are conservative in their treatment of duodenal 
ulcer. On the other hand, it is probably true that 
the German, Austrian, and Swiss surgeons on 
the whole are more inclined toward the radical 
school. Finsterer in Vienna and Von Haberer in 
Disseldorf believe that when a resection can be 
done for duodenal ulcer it is the best method of 
treatment. Von Haberer prefers to do a Bill- 
roth I type of operation when possible. Finsterer 
likes to do his own modification of the Billroth II. 
Both of these men are quite enthusiastic about 
this method of treatment of duodenal ulcer and 
apparently their results are very good. Finsterer 
and Von Haberer both believe that the results 
following resection are more likely to be good in 
cases with extensive lesions than in those with 
small lesions, even if the symptoms in the latter 
case are very pronounced. 

Professor Rehn in Freiburg is one of the 
prominent German surgeons who is conservative 
in his methods of treating duodenal ulcer. He 
states that no patient should die as a result of an 
operation for ulcer. He believes that all ulcer pa- 
tients should be very thoroughly investigated and 
should be given every opportunity of being cured 
by medical methods before surgery is resorted to. 
Professor Henschen in Basel is also inclined to- 
ward the conservative school. 

Professor Smidt at Guelike’s clinic in Jena, 
Professor Rahm at Kuttner’s clinic in Breslau, 
Professor Holbaum at Payer’s clinic in Leipzig, 
and a number of other German surgeons take 
a stand between the radical and conservative 
schools. They feel that at least in selected cases 
resection either by the Billroth I or Billroth II 
methods or their modifications is the best treat- 
ment of duodenal ulcer. They also do gastro- 
enterostomy in certain cases where there is a 
marked pyloric stenosis. They admit the occa- 
sional occurrence of jejunal ulcer following re- 
sections by the Billroth II or Polya methods, and 
also the occasional recurrence of ulcers following 
all methods. The risk of resection, they admit, is 
somewhat greater, but they feel that in selected 
cases the better results justify this procedure. In 
gastric ulcer, resection is the operation of choice. 
Most of the German surgeons do not feel that 
many gastric ulcers become malignant. The asso- 
ciation of malignancy and gastric ulcer is con- 
sidered an incidental occurrence rather than a 
secondary one. 

The cause of gastric and duodenal ulcers is still 
being widely investigated. Konjetzny’s theory of 
gastritis and duodenitis as a primary lesion has 
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not been widely accepted, although his patho- 
logical findings are not disputed. Reischauer at 
Kuttner’s clinic compares the ulcer syndrome to 
that of bronchial asthma and believes it possibly 
due to some dysfunction of the vagus. The ulcer 
syndrome is hypermotility, hypersecretion, and 
spasm. He believes this syndrome is of nervous 
origin. Ulceration is of secondary occurrence and 
is probably due to other factors, mechanical or 
functional, and need not always be present, even 
in patients with a typical ulcer complex. 

Many of the surgeons who believe in resection 
for duodenal ulcer consider the acid factor one 
of the most important in the causation of ulcer. 
Resection of the pyloric end of the stomach re- 
duces acidity more than any other operative pro- 
cedure. The pyloric end of the stomach, while not 
the chief acid-bearing area, in some ways seems 
to control the secretion of acid. 


GUNTHER W. NAGEL, San Francisco. 








Fake Cures Still Offered to Public—Though the 
Indian medicine man orating from the tailboard of a 
traveling drug store is a thing of the past, the Ameri- 
can public is still spending millions of dollars for fake 
farm stock remedies, and numerous would-be medi- 
cine men are continually cropping up with money- 
making fakes in the field of farm drugs. 

Professor Jaffa, whose state bureau activities are 
carried on from the University campus because of its 
central location and the convenience of large labora- 
tories, states that this state is no exception, and that 
the quack remedies found elsewhere in the United 
States, usually have their counterparts in California. 

Farm Protection Not Well Known.—Doctor Dun- 
bar said in part: “The public frequently hears of 
government action in ridding the market of medicines 
for human use, when these so-called remedies have 
been proved harmful or worthless. Less often has it 
heard of the important work being carried on to pro- 
tect farmers from many of the worthless concoctions 
flooding the market and for which impossible claims 
are made for the cure and prevention of every sort 
of animal disease.” 

Recently, he points out, action was taken against a 
manufacturer who advertised a remedy,in the follow- 
ing words, “Do you want to kill hog worms the 
easiest, surest, quickest way? Here is the cheapest 
and best cure and preventive for worms in hogs that 
your good money can buy.” The remedy thus char- 
acterized proved on analysis by federal chemists to 
containing nothing that could be used to control 
worms. 

Tremendous Profit in Fakes.—Professor Jaffa states 
remedies with as little value are constantly coming 
up for approval in California, and except for the 
action of the Bureau of Food and Drugs would be 
placed on the market. One such remedy devised for 
the cure of chicken diseases, costing the manufac- 
turer about 10 cents to make, and selling for several 
dollars, was found to contain insufficient chemical 
matter to have any effect on the fowls when used 
according to the directions. 

Doctor Dunbar cites another case in which an 
alleged cure for contagious abortion in cows proved 
to be nothing more than brown sugar and wheat bran. 
A package of the cure weighing nine and one-half 
pounds, and costing 40 cents to manufacture, was 
offered for sale at $5. Before this trade was stopped 
the firm reported their sales to have averaged $15,000 
a month. He stresses the fact that there are no known 
drug remedies for contagious abortion in cattle, hog 
cholera, influenza of hogs, horses and other animals, 
tuberculosis of cattle and poultry, distemper of dogs, 
cats and foxes, heaves of horses, bacillary white diar- 
rhea of chickens, fowl cholera, roup or diphtheria, 
chickenpox, or blackhead of turkeys.—U. C. Clip Sheet. 
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COMPONENT COUNTY SOCIETIES 
CONTRA COSTA COUNTY 

The April meeting of the Contra Costa County 
Medical Society was held in Martinez on the evening 
of April 9. 

Dr. Albert Rowe of Oakland gave a most instruc- 
tive paper on “Allergy,” accompanied by lantern 
slides. It was indeed a scientific treat to hear one who 
has so much enthusiasm about a subject upon which 
he has accomplished much. Stress was laid upon the 
not too well known fact that many abdominal con- 
ditions are caused by allergic conditions. This should 
ever be before the mind of the general practitioner 
before contemplating surgery. 

Dr. G. L. Coates of Martinez was voted a member 
of the medical society. 

A delightful supper was served by Mrs. John Bland 
of Martinez at the conclusion of the meeting. 

y S. N. WEIL, Secretary. 
FRESNO COUNTY 

The meeting of the Fresno County Medical Society 
was held in the Hotel Californian on the evening of 
April 2, with about thirty members present. Dinner 
preceded the meeting. 

An amendment was made to the by-laws which 
makes the medical ethics of this society conform to 
those of the California Medical Association as well as 
the American Medical Association. 

Dr. F. R. De Lappe of Modesto, member of the 
California Medical Association Council representing 
this district, gave a short talk outlining the work the 
Council is doing. 

Dr. Edmund Butler of San Francisco gave an in- 
teresting talk on the use of Bacillus welchii in acute 
obstruction of the abdomen. 

Dr. Miley Wesson spoke on the surgery of the 
prostate, and illustrated with a large number of slides. 

J. M. FrRAwLey, Secretary. 












KERN COUNTY 


The regular meeting of the Kern County Medical 
Society was held Thursday evening, March 21, in the 
court room of the Kern General Hospital, Dr. J. M. 
Kirby presiding. 

Twenty members of the society were present. 

The secretary’s report was read and approved. 

A letter from the chairman of the Women’s Club 
at McFarland, asking that the society furnish a 
speaker some time soon for one of their club meet- 
ings was read. Doctor Kirby called for volunteers, 
but no one responded. 

A letter from the state medical association enclos- 
ing a letter from Dr. J. Norman Henry, chairman of 
the American Medical Association committee on the 
care of indigent physicians, was read; also Doctor 
Henry’s letter. So far as we could determine there 
were no indigent physicians in Kern County. 

It was voted by the society to change the regular 
meeting night for the month of April from Thursday 
the 18th to Friday the 19th in order that Dr. Emmett 
Rixford of San Francisco might be able to address us. 


Resolution 
The following resolution concerning the death of 
Dr. Francis A. Hamlin was read and unanimously 
passed by the society: 


Whereas, It has pleased an all-wise Providence to 
remove from our midst a prominent member of this 
society in the person of Dr. Francis A. Hamlin, who 
- at his home on the first day of February, 1929; 
an 

Whereas, In the death of Doctor Hamlin we have 
lost one of our most tireless and influential workers 
for the interests of scientific medicine, and for the 
oe of high and broad standards of practice; 
an 

Whereas, In his death, not only this society, but 
the community has lost a man whose intellectual and 
scientific attainments have made him an influence for 
the best in both professional and community affairs; 
therefore, be it 

Resolved, That we join with his many friends in 
this expression of our grief at the passing of our 
beloved colleague, and that we extend to his family 
our sincere sympathy in their bereavement; and be 
it further 

Resolved, That this resolution be spread upon the 
minutes of the society, and a copy be sent to the 
family of Doctor Hamlin. 

Doctor Kirby requested the society to stand and 
engage in one minute of silent prayer in memory of 
Doctor Hamlin. 

It was moved by Doctor Compton, and seconded by 
Doctor Gundry, that Doctor Hamlin’s obituary be 
written and sent to CALIFORNIA AND WESTERN MEDICINE 
for publication. This motion was passed, and Doctor 
Gundry was appointed to write the obituary. 

Dr. W. H. Thearle, of Los Angeles, formerly of the 
Fitzsimmons Hospital at Denver, Colorado, addressed 
us on surgical collapse in pulmonary tuberculosis. 
He showed us slides covering quite a number of 
cases. After doing one hundred and fifty-four of these 
cases his results were that about one-third recovered, 
one-third improved, and one-third remained the same 
or became worse. The tendency now is not to con- 
sider these operations a last resort but to do them 
earlier than formerly, thus insuring much better and 
more lasting results. He concludes that if there is no 
definite improvement shown within six months to a 


year, if the case is unilateral, it is wise to resort to 
collapse. 


A vote of thanks was given Doctor Thearle for his 
interesting discussion. The society then adjourned to 
the dining room for refreshments. 


Epwarp A. ScHAFER, Secretary. 
LOS ANGELES COUNTY 


The Los Angeles Obstetrical Society held a special 
meeting on the evening of Wednesday, April 3, in 
order to permit hearing Dr. J. P. Greenhill of Chicago. 
Doctor Greenhill brought films developed at the 
Chicago Lying-In Hospital through the codperation 
of the Eastman Company, the funds being given in 
part by the alumni of that institution, The one,gshown 
was “Face Presentation with Conversion and™Later 
Forceps Delivery.” The operative manipulation was 
made clear by inserts of pelvis and fetus, so that for 
teaching purposes the development of these films 
would seem of paramount importance. Doctor Green- 
hill answered questions as to steps and technique, and 
was most cordially received. 

Dr. E. M. Tarr discussed “The Importance of Vita- 
min B in the Feeding of Nursing Babies.” Since this 
element does not come through in breast milk or 
cow’s milk, it should be added to secure proper weight 
gains and insure vigorous infants. Experimental data 
includes three series on babies, and one in which 
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twins of the same weight were fed one as control and 
one with vitamin B added, the latter gaining more 
rapidly than its twin. 

Dr. E. K. Shelton, associate of Doctor Engelbach 
of St. Louis, discussed “Endocrine Disturbances as 
Related to Pregnancy.” Owing to the lateness of the 
hour his paper was not discussed, but was enthusi- 
astically received. Many endocrine disturbances can 
be readily recognized, particularly by pediatrists, and 
should be treated earlier than it is usual. 

Doctor Greenhill also was tendered a luncheon by 
a group of obstetricians, at which time another film 
on craniotomy was shown. 

WILLIAM BENBow THOMPSON, 
Secretary Los Angeles Obstetrical Society. 
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SACRAMENTO COUNTY 


The regular monthly meeting of the Sacramento 
Society for Medical Improvement was held at 8 p. m. 
at the Del Paso Country Club on the evening of 
March 16, 

As is the custom of the society, this annual banquet 
meeting omitted the regular business program. 

Dr. J. Thom was master of ceremonies. The enter- 
tainment was very appropriate for the occasion. Local 
talent by some of the members of the society was 
ably supported by a radio program given by Dr. F. 
Gundrum of our society, and Professor Schnitzel and 
F. Watanabe, the KFRC radio artists. 

Following the banquet the members enjoyed them- 
selves for several hours, and all admit having had an 
excellent time. 

Hans F. ScHLuTer, Secretary. 
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SAN DIEGO COUNTY 

On March 19 the monthly meeting of the staff of 
Mercy Hospital, San Diego, convened in the nurses’ 
auditorium. Doctors Clark and Eager of the program 
committee presented a complete outline and review 
of nine hundred cases of appendicitis operated upon 
in the Mercy Hospital during the past several years. 
Following comments by the committee in regard to 
the character of the case records at hand, the subject 
was discussed by the general staff. 

The regular monthly meeting of the Scripps Me- 
morial Hospital was held March 18. Following the 
hospital report a very interesting program was pre- 
sented by Dr. Ray C. Lounsberry on the subject of 
“Cutaneous Malignancy About the Face and Neck.” 
His remarks on diagnosis and treatment and end- 
results were amplified with illustrative lantern slides. 
Discussion was headed by Doctors Newton, Francis 
Smith, A. B. Smith, and Holder. Refreshments were 
served at the close of the meeting. 

Following the March monthly dinner the medical 
society was treated to an enlightening discourse on 
“Endocrinology,” by that master of the subject, Dr. 
William Engelbach of St. Louis. The subject, copi- 
ously illustrated by lantern slides, led his audience to 
believe that we are really approaching some practical 
application of our knowledge of this fascinating sub- 
ject, which has been so tremendously exploited by 
the quack and the irregular. 

The San Diego Academy of Medicine, during the 
last week of March, presented Dr. Arthur L. Bloom- 
field of Stanford University for three successive eve- 
nings. Doctor Bloomfield rehabilitated the subject of 
the study of gastric secretion in such a way as to give 
it its rightful position as a valuable diagnostic 
measure. The doctor’s work along this line is too well 
known to require detailed notice, but the size and 
character of his audience on the two evenings on 
which he discussed gastric secretion amply testified 
to the interest in the subject when presented by a 
master. The third evening Doctor Bloomfield devoted 
to a presentation of our practical working knowledge 
of the infections of the upper respiratory tract, mi- 
nutely analyzing our knowledge of the etiology of the 
various infections and the validity of their vaccine 
treatment. The San Diego profession will always 
have a glad welcome for Doctor Bloomfield. 

RosBert PoLiock. 
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SAN JOAQUIN COUNTY 


The stated meeting of the San Joaquin County 
Medical Society was held Thursday evening at 8:30 
o’clock, April 4, in the Medico-Dental Club hall, 242 
North Sutter Street, Stockton. 


The meeting was called to order at 8:30 o’clock by 
Dr. C. V. Thompson, president, presiding. Thirty- 
four were in attendance. Those present were: Doctors 
N. P. Barbour, J. W. Barnes, E. L. Blackmun, C. A. 
Broaddus, Fred J. Conzelmann, J. D. Dameron, J. F. 
Doughty, C. F. English, F. T. Foard, P. B. Gallegos, 
Minerva Goodman, H. L. Gregory, Samuel Hanson, 
C. D. Holliger, J. P. Hull, H. E. Kaplan, B. M. Krout, 
G. H. LaBerge, R. V. Looser, R. T. McGurk, A. H. 
McLeish, F. S. Marnell, J. E. Nelson, F. J. O’Don- 
nell, B. J. Powell, Dewey R. Powell, S. F. Priestly, 
George H. Sanderson, John J. Sippy, Hudson Smythe, 
N. E. Williamson, K. W. Hidy, Paul R. Noetling, 
and Drs. Chauncey Leake and John Homer Woolsey, 
guests and speakers of the evening. The minutes of 
the previous meeting were read and approved. 


The committee on admissions reported favorably on 
the application for membership of Dr. K. W. Hidy. 
The chair, in accordance with the constitution of the 
society, declared Doctor Hidy duly elected an active 
member of this society. 


The transfer of John W. Newton from Yuba-Sutter 
County Medical Society was read. Moved by the 
secretary that Doctor Newton be accepted as a mem- 
ber by transfer. The motion was duly seconded and 
carried. 

Dr. Dewey R. Powell, acting for Linwood Dozier, 
chairman of the Constitution Committee, reported 
that the committee had carefully considered the pro- 
posed constitution and by-laws of the California Medi- 
cal Association and were in accord with the consti- 
tution and by-laws proposed, and stated they had 
certain suggestions to make in the way of changes. 
Doctor Powell moved that the suggestion of the 
changes to the proposed constitution and by-laws be 
submitted in writing and that the secretary be in- 
structed to mail a copy of the report to the secretary 
of the California Medical Association and one copy 
to each of the state delegates for their guidance. The 
motion was duly seconded and carried. 

A communication addressed to all county secre- 
taries from the California Medical Association rela- 
tive to federal tax on earned incomes was read and 
referred to the board of directors for consideration 
and action. 

The chairman presented Dr. Chauncey Leake, pro- 
fessor of pharmacology, University of California 
School of Medicine, who spoke on “The Recent Ad- 
vances in Pharmacology.” 

In all fields of medical science great progress has 
been made in the last quarter of a century. Almost 
daily new facts are being discovered, new theories 
are being tried out and new attempts at treatment are 
being made, and pharmacology is no exception. The 
number of medicinal products—anodynes, hypnotics, 
etc.—placed on the market under various trade names 
is enormous. Many of them good, some not so good. 
Most of these products cost two to five times as much 
when bought under the trade name as under the 
pharmaceutical name, but are not any more effective. 
The physician must bear in mind the patient’s pocket- 
book as well as the cure of his disease. Science must 
be the prescriptive and regulative principle in the use 
of drugs as in all other health measures, public and 
private. Only those drugs that from accurate knowl- 
edge and experience have proved to be efficacious 
should be used. Do not prescribe every drug that is 
brought to your attention, Take a critical attitude 
toward all new agencies. Doctor Leake’s talk was 
a very timely one and exceedingly instructive and 
practical. 

The chairman presented Doctor Woolsey, who spoke 
on “Earlier Diagnosis of Cancer of the Stomach.” 

Doctor Woolsey reviewed very briefly the facts of 
sixty-seven patients which came under his own per- 
sonal observation. In the early eighties the prevailing 
attitude toward the cancer situation was that of pessi- 
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mism, but since then great advance in technique and 
correct diagnosis by x-ray has been made. The diag- 
nosis of cancer of the breast and of the rectum is 
made much earlier now than formerly. Cancer ap- 
pears in the majority of cases after the age of forty 
years; it occurs earlier in women. Duration of the 
symptoms before the patient enters the hospital varies 
from one month to three and one-half years. Even 
after consultation of physicians there is often delay 
from three months to three years because of improper 
treatment by diets. The common complaints of the 
patients are pain, vomiting, loss of weight, loss of 
strength, anorexia, and the like. In examination of 
the patient the history is the most important, as it is 
in all gastro-intestinal disease. Next in importance 
is a good radiological diagnosis, and an analysis of 
the gastric motor function and gastric chemical func- 
tion. The latter is more~important in ulcer. The phy- 
sical examination is of little value. Of the laboratory 
tests, the finding of occult blood in stool is of the 
utmost significance; it means cancer. The Ewald meal 
is a valuable aid. Cancer of the duodenum is rare. 
Duodenal ulcers can be treated medically; gastric 
ulcers should be treated surgically. There has been a 
great advance in the recognition of the danger signals 
by our public and in education of the medical pro- 
fession to take a careful trustworthy history, radio- 
logical examination, and the examination of stools for 
occult blood. Any person forty years and over, if he 
has indigestion should receive a thorough and com- 
plete examination. The doctor illustrated his dis- 
cussion by lantern slides, which explained much in a 
short time and illustrated his subject much better than 
any amount of theoretical discussion. 

Doctors Dameron, McGurk, and Powell discussed 
the papers. 

The chair expressed appreciation and thanks, in 
behalf of the society, to the speakers of the evening. 

There being no further business the meeting ad- 
journed at 10:45 o’clock. 

FreD J. CONZELMANN, Secretary. 
eS 
SANTA BARBARA COUNTY 

The regular meeting of the Santa Barbara County 
Medical Society was held on Monday evening, March 
11, at the St. Francis Hospital, with President N. H. 
Brush presiding. 

The minutes of the previous meeting were read and 
approved. 

A communication from Charles A Gray, secretary 
of the Napa County Medical Society, was read and 
ordered filed. 

A communication from the secretary of the South- 
ern California Medical Association inviting our mem- 
bership to attend its meeting April 5 and 6 at River- 
side was read and ordered filed. 

A communication from the Santa Barbara County 
Welfare Commission requesting a committee to meet 
with the Welfare Commission on Wednesday eve- 
ning, March 13, at the supervisors’ chamber, in the 
courthouse, was read. Upon discussion, it was moved, 
seconded, and unanimously carried that the president 
appoint a committee to confer with this commission 
and to report back to the medical society at the next 
meeting with or without recommendations, as they 
see fit. The president then appointed a committee 
consisting of Doctors Eaton, Freidell, Markthaler, and 
Ullmann. 

Dr. Ludwig Kast, professor of clinical medicine, 
New York Postgraduate Hospital Medical School, 
gave a most interesting and illuminating discourse on 
“Recent Investigation in Problems of Liver Func- 
tion,” and gave a most graphic picture of what may 
be expected in the practice of medicine fifty years 
hence. 

His paper was discussed by Doctors Ullmann, Koe- 
fod, Evans, Stevens, and Pierce. 

There being no further business the meeting ad- 
journed, 

* * * 

The regular meeting of the Santa Barbara County 
Medical Society was held on Thursday, April 4. This 
date was chosen instead of the regular meeting date 
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of April 8, as it was the only available evening upon 
which Doctor Engelbach of the Engelbach Clinic, 
St. Louis, could address the society. 

The members assembled at a dinner meeting at the 
University Club at 6:30 o’clock. 

There were present at the dinner twenty-four mem- 
bers and three guests, several other members and 
guests coming in after the dinner. 

Doctor Brush then introduced Dr. William Engel- 
bach, who gave a most interesting and instructive talk 
that held his audience spellbound for over two hours. 
At the conclusion a rising vote of thanks was ex- 
tended to Doctor Engelbach. He then answered vari- 
ous questions asked by different members of the 
society. 

Dr. Ludwig Kast of New York and Doctor Stewart, 
associated with Doctor Engelbach, were also present 
at the meeting, and Doctor Kast expressed very forci- 
bly his appreciation of the work being done by Doctor 
Engelbach. 

There being no further business the meeting ad- 
journed. " W. H. Eaton, Secretary. 

SANTA CRUZ COUNTY 


The bimonthly meeting of the Santa Cruz County 
Medical Society, presided over by President Fehliman, 
was held at the Casa del Rey, Santa Cruz, Thursday 
evening, April 18. 

Following dinner the society was addressed by the 
guests of the evening, Doctors V. G. Alderson and 
J. A. Dougherty of Oakland. The former presented 
a paper on the general subject of “Allergy,” empha- 
sizing the various clinical manifestations one might 
find due to protein sensitization. Doctor Dougherty 
presented case histories of several patients illustrat- 
ing vesical allergy. A general discussion of the sub- 
jects followed. Allergic reactions are especially inter- 
esting to those of us practicing in this seacoast town 
because we not only meet with many cases of pollen 
sensitivity, but also an appreciable number of cases 
which show definite reaction to the ingestion of shell- 
fish and other sea foods. 

Tentative plans for a four-county meeting to be 
held during the summer were discussed. At Doctor 
Dowling’s suggestion it was decided to invite the 
county societies of Monterey, San Benito, and Santa 
Clara to meet with us here in Santa Cruz during the 
month of June. Further details will be reported later. 

Construction will soon start on a new and modern 
hospital in Santa Cruz. The Santa Cruz Hospital 
Association, Dr. M. J. Gates, president, is planning 
the erection of a thirty-five-bed hospital, which will 
occupy an imposing site on one of the main thorough- 
fares. The completion of this institution will give the 
city of Santa Cruz two modern hospitals, the Hanly 
Hospital being but five years old. 

Dr. M. F. Bettencourt of Watsonville is spending 
four months at eastern centers taking postgraduate 
work in his specialty of eye, ear, nose, and throat 
work. 

Dr. W. R. Congdon, county coroner, attended the 
annual meeting of the State Coroners’ Association 
held at Riverside in April. 


SAMUEL B. RANDALL, Secretary. 





CHANGES IN MEMBERSHIP 
New Members 
Alameda County 
Newton, Earl B. Steven, Robert A. 
Stratton, James Malcomb 


Los Angeles County 
Baker, David A. Edson, Philip 
Bergstrom, Frederick K. Emery, Christopher EF. 
Balkins, Almon James Hartman, William W. 
Baumgartner, Conrad J. Hessel, Victor E. 
Bross, Rachel B. Houloose, James 
Burwell, L. C. Johnson, Clarence E. 
Carhart, Earl C. 


Keating, Vincent J. 
Chambers, Stanley O. Lewis, E. Benjamin 
Chase, Raymond E. McLeod, Frederick L. 
Davis, H. H. 


Miller, E. Merrill 
Dooley, Frank S. Miller, Roy Robert 
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Nixon, Albert Crombie 
Parks, Floyd Rosewell 
Read, Francis T. 
Rook, Charles W. 
Shipley, Ray E. 
Shotwell, Cecil L. 
Singer, Harry 

Smiley, Henry C. 
Stephens, Walter C. 
Syman, Leo W. 
Tatro, Raymond F. York, Margaret M. 

Orange County—G. W. Olson. 

Riverside County—Leslie J. Clark. 

San Bernardino County—-Ross C. Martin. 

San Diego County—Deon A. Crew and Charles 
Walker Lane. 

San Francisco County—Julius Goldsand, Lewis I. 
Grodsky, David E. Matzke, Charles C. Mohun, Jr., 
and Florence Dunlop Strickler. 

San Joaquin County—R. L. Owens and E. J. Paper- 
master. 

Siskiyou County—A. A. de Lorimier. 

Stanislaus County—J. K. Morris Jr., 
Colberg. 


Thearle, W. H. 
Thomason, Sidney Dale 
Thorson, John A. 

Uhls, Russel Todd 
Vinetz, Joseph C. 
Walker, J. Edmund 
Wallentine, Nathaniel R. 
Watson, Leigh F. 
Whalman, Harold F. 
Witt, Eric W. 


and A. J. 


Transferred Members 

Marcus W. Pascoe, from Los Angeles to Kern 
County. 

J. Emmet Clark, from Stanislaus to Los Angeles 
County. 

Olin H. Garrison, from San Joaquin to Alameda 
County. 

R. C. Kirkwood, from San Joaquin to Alameda 
County. 

Ernest M. Hall, from San Francisco to Los Angeles 
County. 

Raymond R. Scott, 
County. 

M. C. Terry, from Los Angeles to Illinois. 

Isabel P. Brier, from Alameda to Los Angeles 
County. 

Robert O. Le Baron, 
Clara County. 

Victor W. 
County. 

William H. Zieber, from San Mateo to Santa Clara 
County. 

John W. Newton, from Yuba-Sutter to San Joaquin 
County. 

H. Spencer Hoyt, from Monterey to Los Angeles 
County. 


from San Francisco to Fresno 


from Mendocino to Santa 


Hart, from Sacramento 


to Siskiyou 


Resignations 

William P. Burnham, from San Francisco County. 

Harry E. Breese, from San Diego County. 

Fred J. Walter, from San Diego County. 

Deaths 

Cleverdon, Ernest. Died at San Diego, April 7, 
1929. He was a graduate of the University of Michi- 
gan Medical School, Ann Arbor, 1903. Licensed in 
California, 1911. Doctor Cleverdon was a member of 
the San Diego County Medical Society, the California 
Medical Association, and a Fellow of the American 
Medical Association. 

Gross, Louis. Died at San Francisco, March 23, 
1929. He was a graduate of the Cooper Medical Col- 
lege, San Francisco, 1897. Licensed in California, 
1898. Doctor Gross was a member of the San Fran- 
cisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 

Trew, Niel Charles. Died at Los Angeles, April, 
1929. He was a graduate of the University of Cali- 
fornia Medical School, San Francisco, 1898. Licensed 
in California, 1898. Doctor Trew was a member of 
the Los Angeles County Medical Association, the 
California Medical Association, and a Fellow of the 
American Medical Association. 

Wells, Kathryn Gunby. Died at Los Angeles, Feb- 
ruary 28, 1929. She was a graduate of Drake Univer- 
sity College of Medicine, lowa City, 1913. Licensed 
in California, 1921. Doctor Wells was a member of 
the Los Angeles County Medical Association, the 
California Medical Association, and the American 
Medical Association. 
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OBITUARY 


In the passing of Doctor Huntington (April 19, 
1929), California has lost another of her commanding 
figures—surgeon and citizen. He is the last of that 


group of remarkable men who, in this community at 
least, were active through the transition from septic 
to aseptic surgery. 

Born in Rockford, Illinois, January 16, 1849, he 
received his Bachelor’s degree in the University of 





Thomas W. Huntington 
1849-1929 


Vermont in 1871; his medical degree from Harvard 
in 1876. Not long thereafter he came West, became 
the surgeon of the Central Pacific in Wells, Nevada, 
and later, from 1885 to 1899, was the chief surgeon 
of the Central Pacific and afterward the Southern 
Pacific Hospital in Sacramento. 

During this period he did much of his best work, 
and some of us, as medical students, remember hear- 
ing of a surgeon in Sacramento, who removed an in- 
flamed appendix on the diagnosis of appendicitis. 
This was the first operation for appendicitis done in 
California. It was about 1890, at a time when in our 
medical curriculum the word “appendicitis” was not 
once heard. 

In 1899 Doctor Huntington was made professor of 
clinical surgery in the University of California, and 
moved to San Francisco, where he has resided ever 
since. He occupied the Chair of Surgery until the 
reorganization of the medical faculty of the Univer- 
sity of California in 1912. In 1910 he became chief 
surgeon of the Western Pacific Railroad, which posi- 
tion he held until his death. 

Doctor Huntington, during his middle life, carried 
on an extensive practice in operative surgery; bold, 
but not rash, a surgeon of excellent judgment, who 
perhaps more than any other in this community, in 
his generation, kept up with the advances in surgical 
science and art. His experience in the treatment of 
fractures and of tumors was especially great. His 
contributions to surgical literature consisted chiefly 
of numerous reports of clinical cases characterized 
by careful observation and conscientious effort—in 
short, sound surgery. A fluent and impressive speaker, 
he was often called upon for formal addresses. In 
later life many honors came to him; in 1913 the degree 
of Doctor of Laws, from his University of Vermont; 
in 1917 he was sent as a member of an important 
commission under the Red Cross to Italy; he was a 
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lieutenant of the Medical Reserve Corps of the United 
States Army and, during the World War, organized a 
local faculty under authority of the Surgeon-General 
for the instruction of reserve medical officers. He 
was elected Fellow of the American Surgical Asso- 
ciation in 1901—was president in 1917. 

His wife was Miss Harriet O. Pearson of Wells, 
Nevada, who with a son and daughter survives him. 
The son, Thomas W. Huntington, Jr., is living in 
Capri, Italy, engaged in literary pursuits, and the 
daughter, Miss Emily H. Huntington, is instructor in 
economics in the University of California. 

At the age of eighty, Doctor Huntington was in 
full mental and unusual physical vigor—tall, slender, 
dignified—he promised to enjoy many more years of 
useful activity. His death, following a serious surgical 
operation, came as a shock to his many personal and 
professional friends. For some time past he was 
engaged in writing an autobiography, which, had it 
been completed, would have been, and may still be, a 
valuable contribution to the history of the surgery 
of western America. EmMET RIxForbD. 


NEVADA STATE MEDICAL 
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First Vice-President 
Second Vice-President 
.Secretary-Treasurer 


Trustees 


COMPONENT COUNTY SOCIETIES 
WASHOE COUNTY 


The regular April meeting of the Washoe County 
Medical Society was held at the home of Doctor 
Morrison on the evening of April 9. About thirty 
members and visiting physicians were present. 

The scientific papers were arranged as a symposium 
on the main topic of “Better Obstetrics.” Five papers 
were presented; four by physicians, one by Doctor 
Vawter of the veterinary department of the Univer- 
sity of Nevada on “Puerperal Eclampsia in Domestic 
Animals.’ This latter paper was most scientific and 
was highly commended. Many lesions common to 
those of the same disease in the human female were 
described. But, as in the human eclampsia, there 
were abundant theories, but no one definite solution 
of the cause offered. 

The program led with the paper by Doctor Howell 
of Gardnerville on “The Bacteriology of the Puer- 
peral Woman, Why She Is Infected, and Is There 
Any Standard Method of an Aseptic Delivery?” 

The second paper was by Doctor Da Costa of Reno 
on “Is the Present Increase in Cesarean Section Jus- 
tified?’ Then came Doctor Morrison, the host of the 
evening, with his paper on “Our Present Knowledge 
with Reference to Puerperal Eclampsia and Treat- 
ment.” The last paper was by Doctor McIntyre of 
Reno, subject “Why Women Die in Childbirth.” 

The scope of the papers was comprehensive, based 
upon long years of practice, which is the greatest 
teacher of all, and a very extensive search of the 
literature, going back to the early days of Richard 
Bright, who in 1827 gave the world the first definite 
distinction between renal and cardiac dropsy. The 
literature of successive periods was covered by the 
essayists in dealing with their special subjects. 

The paper on “Is the Present Increase of Cesarean 
Sections Justified?” by Doctor Da Costa was interest- 
ing in the particular parallel by citing the birth statis- 
tics of the city of Pasadena for the 1924 as given in 
the American Journal of Obstetrics and Gynecology, 
December 1924, by Doctor Hibben, with the birth 
record of the entire state of Nevada for 1928. Pasa- 
dena had in 1924 a birth record of 1414 cases, with 
about 70,000 population. In this number there were 
thirty-one Cesarean sections done, with a mortality 
of one death. Of the total of the 1414 cases in Pasa- 
dena there were 862 cases delivered in the hospital. 
The remainder in their homes. In Nevada, for 1928, 
there were 1309 births. Of this number for 1928 there 
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were seventy-two births in the St. Mary’s Hospital 
in Reno with ten Cesarean sections. The number of 
deaths following Cesarean sections in Reno could not 
be ascertained, but the deaths for childbirth in all cases 
in Nevada were recorded as six. The population of 
Pasadena in 1924 and Nevada in 1928 was about 
equal. The essayist was very positive in declaring 
that ten Cesarean sections in seventy-two hospital- 
ized births in Reno was, in his opinion, an unusual 
percentage, and indicated a catering to the spectacular 
and the commercial. 

It was interesting to note that, in point of attend- 
ance, one physician came a distance of about 350 
miles. Another about 300 miles. Another nearly 100 
miles. One doctor drove over a 6250-foot pass at 
night. Two others, 60 miles. When one considers 
that at the time there was a severe spell of snowy 
weather, it shows an interest in medical affairs. Let 
the eastern brothers who might consider ten miles a 
good drive, consider these distances. 

The gracious part of the evening followed, with 
social entertainment prepared for the society by Dr. 
and Mrs. Morrison, assisted by Mrs. Dr. J. L. Robin- 
son. In view of the fact that Dr. and Mrs. Morrison 
were rejoicing over the release from imprisonment by 
the rebel army of Mexico of their young son, who 
had gone there in the youthful spirit of adventure to 
serve as an army flier, it seemed that the festivity and 
refreshments were never so good as on this evening. 
There was more Mocha and Java in the coffee, and 
the cake was more delicious, and the big cuts of apple 
pie a la mode were sweeter, and the repast was en- 
joyed with a rarer gusto than at any meeting which 
the society has had for many a day. 

The society adjourned to meet at the residence of 
Doctor Rhoades for its May program. 

Tuomas W. Batu, Secretary. 


UTAH STATE MEDICAL 
ASSOCIATION 


WILLIAM D. DONOHER, Salt Lake 
H. P. KIRTLEY, Salt Lake .President-Elect 
M. M. CRITCHLOW, Salt Lake Secretary 
J. U. GIESY, 701 Medical Arts Building, Salt Lake 
Associate Editor for Utah 


President 


OFFICIAL NOTICE 


The secretary of the state association, Dr. M. M. 
Critchlow, desires to call the attention of all members 
of all component societies to the scheduled meeting 
of the state association at Salt Lake City, July 1, 2, 
and 3, this year. The object of this notice is to sug- 
gest to all members that they make arrangements to 
attend this meeting sufficiently far in advance to in- 
sure their being present at that time. The program 
will be published in the June number of CA.irorNIA 
AND WESTERN MepIcINE and mailed out to the member- 
ship. 

COMPONENT COUNTY SOCIETIES 
CENTRAL UTAH 

A regular meeting of the Central Utah Medical 
Society was held at the Savoy Hotel, Manti, on 
April 2. 

The following members were present: 
Sharpe, Nielsen, McQuarrie, Gottfredsen, 
Sears, and Dewey. 

The program for the evening consisted of case re- 
ports by members of the society. Doctor Rigby 
reported a case of hysteria. Doctor Gottfredsen re- 
ported a case of trichinosis. Doctor McQuarrie 
reported a case of appendicitis and diabetes mellitus. 
Doctor Dewey reported a case of spinal bifida. 

The next meeting will be held at Richfield on 
May 7. H. Asa Dewey, Secretary. 


Doctors 
Rigby, 


UTAH COUNTY 
The meeting of the Utah County Medical Society 
was held March 13. Interesting medical cases were 
reviewed. 
1. Nine years of diabetes in a boy, observed 
throughout a course of five years, by Dr. L. L. Culli- 





370 


more. A complete case history of the boy from the 
age of four years, when his condition was first diag- 
nosed, to the present time. The boy was present. An 
interesting feature was the fluctuating and excessively 
high blood sugar (—760 mgm.) with frequent coma. 


ov . . . 
2. Tabulation of recorded data on six epidemic men- 
ingitis cases during the past winter, together with a 
short résumé of meningitis by Dr. Stan Clark. 


3. Outline of procedure and results from injection 
method of treating varicose veins in five cases at the 
State Mental Hospital by Dr. F. R. Taylor. In these 
cases 20 per cent sodium chlorid was used with good 
results. 


A second short topic by Doctor Taylor reviewed 
a case of pulmonary streptothrix. This case was seen 
last fall, diagnosed from the laboratory findings of the 
sputum, treated with potassium iodid with good re- 
sults for one week. Patient did not return for further 
inspection, 


A letter to Dr. J. Hughes of Spanish Fork by the 
father of a patient was read at the meeting by the 
doctor. It turned out to be a humorously earnest 
medical economic discussion by a layman, and illus- 
trated the failure of some members of the county 
society to adhere to the county fee schedules in their 
charges to patients. 


A short economic treatise on price-cutting in the 
garage business was read by Doctor Neil, and the 
analogy to medical economics was discussed. 

No formal business was taken up. 

* + * 


Meeting of the Utah County Medical Society held 
March 27. 

The topic “Allergy and Hay Fever,” was presented 
by Dr. C. E. Barrett, director of the National Labo- 
ratories of Salt Lake. 

Doctor Barrett has made a plant and pollen survey 
of Utah County in relation to pollen sensitization and 
hay fever, and his paper contained very interesting 
tabulations and anecdotes of special cases of allergic 
manifestations from his local survey and research. 

No business. J. L. Airp, Secretary. 


» 


SALT LAKE COUNTY 


The regular meeting of the Salt Lake County Medi- 
cal Society was held in the Convention Room at the 
Newhouse Hotel, Salt Lake City, March 11. 


The meeting was called to order at 8:10 p. m. by 


President C. M. Benedict. 
six visitors were present. 


Forty-nine members and 


The minutes of the previous meeting were read and 
accepted without correction. 


M. C. Sexton gave an interesting talk on “Some 
Newer Methods in the Treatment of Late Toxemias 
of Pregnancy.” This paper was discussed by R. T. 
Woolsey. 

W. A. Pettit read a paper upon “The Present Epi- 
demic of Meningitis,” which was discussed by L. L. 
Daynes, T. B. Beatty, G. G. Richards, B. E. Bonar, 
G. H. Pace, R. J. Llewellyn, Clark Young, and M. M. 
Nielson. M. M. Nielson suggested that the substance 
of W. A. Pettit’s report be given to the Salt Lake 
City newspapers. W. A. Pettit stated that this has 
been unsuccessfully attempted from time to time, and 
that recently four of the city newspapers were offered 
a bulletin and only one newspaper published the re- 
port. T. B. Beatty stated that he had offered a bul- 
letin to one of the newspapers setting forth the exact 
condition of the meningitis epidemic, giving answer 
to numerous questions-asked, the number of cases in 
town at the present time, and offering proper advice 
regarding certain prophylactic measures, and that this 
paper refused to print all of this bulletin, refused to 
print it except as inconspicuously as possible on an 
inside page, and when an offer was made to pay for 
the printing of this article at usual advertising rates 
it was refused. Sol Kahn moved that this society go 
on record commending the City and State Board of 
Health in their stands taken in the present epidemic, 
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and that it does not believe that the schools should 
be closed at the present time because of this. This 
motion was seconded and carried. 


Mr. Lund, speaking for some visiting members of 
the Pharmacal Association, stated that he thought 
this society should be commended for their stand in 
the present meningitis epidemic, and that something 
ought to be done to correct the attitude taken by the 
newspapers. He also asked the society if it would not 
be possible in the near future for some member of 
the Pharmacal Association to address this society 
upon certain subjects which are of interest to mem- 
bers of both organizations. William F. Beer moved 
that the Salt Lake County Medical Society invite a 
member of the Pharmacal Association to address it 
at some meeting in the near future. This motion was 
seconded and carried. 


William F. Beer moved that the society go into 
executive session. This motion was seconded and 
carried. 

J. P. Kerby, chairman, gave a report of the Fee 
Schedule Committee appointed by Ex-President Beer. 
This committee consisted of J. P. Kerby (chairman), 
J. F. Sharp, F. H. Raley, W. T. Ward, F. L. Peterson, 
and S. C. Baldwin. The effect of this report was that 
the committee is convinced that while a not in- 
considerable percentage of the members of the Salt 
Lake County Medical Society is not living up to that 
schedule, and that while there are a few items that 
should be increased, such as the charge for ordinary 
labor and abortion, which they believe should be 
placed at a minimum of $45 instead of $35, it is futile 
to make a nominal increase which will not be lived 
up to by a considerable portion of the members. In 
this connection the committee asked that the society 
go on record as condemning unhesitatingly all organi- 
zations who offer to give medical and surgical atten- 
tion to members and their families for very small 
sums. In conclusion, the committee feels that the 
subject of “contract medicine” in its broad sense is 
the most important problem that is confronting the 
society at this time, and recommends that its further 
consideration, including the privilege of the com- 
mittee to ask definite information of society members 
as to details of contracts be assigned to the appro- 
priate standing committee. Sol Kahn moved that the 


report be adopted. This motion was seconded and 
carried. 


President C. M. Benedict announced that the next 
meeting would be held on March 25, at the Bigelow 
Hotel, Ogden, at 7 p. m., at which meeting there 
would be an x-ray symposium. E 

The meeting was adjourned at 10:25 p. m. 

. * 2 


A dinner meeting was held jointly of the Salt Lake 
and Weber County Medical Societies on March 25 
at the Hotel Bigelow, Ogden, at 7 p. m. 

After the dinner an x-ray symposium was held. 
The program was as follows: “Radium Therapy,” by 
W. L. Rich; “X-Ray Therapy of Skin Lesions,” by 
C. J. Pearsall; “Deep X-Ray Therapy,” by R. Mark 
Brown; “Evolution and Evaluation of the Graham 
Test” (Lantern Slides), by Q. B. Coray; and “X-Ray 
Diagnosis of the Sinuses” (Lantern Slides), by R. R. 
Newell of the Leland Stanford University, San 
Francisco. Barnet E. Bonar, Secretary. 


UTAH NEWS 


The Holy Cross Hospital Clinical Association held 
its monthly meeting the night of March 18, in the 
Assembly Room of the hospital at 8 o’clock. 


The following program was presented: “Fracture 
Dislocation of the Frontal Bone,” by Doctors Galli- 
gan and Johnson; “Premature Separation of the Pla- 
centa,” by Doctors A. N. Minear and Clayberg; and 
“Pathological Specimens,” by Dr. T. A. Flood. 


General discussion of the cases presented followed 
by the association members. The meeting proved of 
interest and advantage to those able to attend. 
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Summer Courses for Graduates in Medicine, Uni- 
versity of California Medical School, San Francisco, 
June 3 to 29.—The fifth annual session of these sum- 
mer courses for graduates in medicine is offered to 
meet the ever increasing demand of the medical pro- 
fession for this opportunity of efficient review and 
study. 

All clinical branches will be covered in regular 
courses. In addition, clinics and lectures on medical 
subjects of vital interest will be given at the midday 
and in the evening. These lectures and clinics will be 
open to the medical public without charge. 

An announcement of courses will be mailed on 
request. Registration is now taking place. Please 
address the Dean’s Office, University of California 


Medical School, Parnassus and Third Avenues, San 
Francisco. 


Southern Pacific General Hospital Meeting.—The 
regular monthly staff meeting of the Southern Pacific 
General Hospital was held on Wednesday, April 3, at 
8:15 p. m. Doctor Hatcher, intern, presented an ab- 
stract of the interesting literature for February and 
March; essentials of the clinical and pathological data 
of the fatalities for March; Dr. W. T. Cummins, a 
demonstration of coccidioidal specimens; Dr. William 
Faulkner, “Thoracic Surgery,” with discussion by 
Dr. Harold Brunn and Dr. D. W. Sooy. 


Pan-Pacific Surgical Conference.—In the middle of 
the ocean there is an exotic garden—tall coco palms, 
waving banana trees, tall grotesque tree ferns, a weird 
mixture of flowering trees covered with pink, red, 
blue, purple, yellow, a rainbow of colored flowers— 
not a few, waterfalls of them—a great stone wall 
covered on glamorous moonlight nights with large 
fragile, night-blooming cereus—not one or two, hun- 
dreds of them. This garden is hedged in by tall ir- 
regular mountain walls, miles and miles apart, for the 
garden is large; sharp peaks rising 5000 to 10,000, 
even 14,000 feet high. Up to 10,000 the very sharpest 
and tallest and steepest of the peaks are covered by 
the deepest green verdure. In this garden people 
move about—brown-skinned natives, the colored 
kimonos of the Orient, the white skins from dozens 
of countries, all with kindly faces. They seem happy. 
The country looks clean and fresh—a paradise—yes— 
the Paradise of the Pacific—Hawaii. 

In this garden surgeons will gather from twenty 
different countries, each group crossing thousands of 
miles of ocean to meet in the middle. They will com- 
pare notes, discuss better work, better facilities, and 
better surgery. Each will tell of the best from his 
own country, hoping to learn something good from 
another country. Exhibits will be on hand to show 
the latest and best in hospital organization. How can 
a hospital insure for its patients the best service? 
Why do Korean surgeons not operate on liver ab- 
scesses? Why does Royle get good results in his 
spastic paraplegias? (He will illustrate with movies.) 
Why do not Japanese women ever have breast cancer? 
Why do soldiers in Hawaii have four times as many 
ruptured gastric ulcers as troops in other parts? Did 
you ever hear of the plastic work in Indo-China or 
the massive tumors removed in China? Do you be- 
lieve the men in Seattle, San Francisco, or Los An- 





geles have developed as fine clinics as the country 
knows? These and many more questions will be 
placed upon the table for discussion. 

The Pacific Ocean is a vast area, but for the first 
time the men of the medical profession are getting to- 
gether for mutual stimulation. All the indications are 
that the stimulations will be different and, perhaps, 
better than could be had in the same time by the same 
men in Chicago, New York, London, or Paris. The 
Pacific area is alive. The world is moving westward. 

Hence the first Pan-Pacific surgical meeting will 
take place in Honolulu, from August 14 to 24. The 
famous ship, the pride of the Pacific—the Malolo— 
leaves San Francisco on August 10. Other ships 
come in from all other ports. Australia is sending a 
strong delegation including men like Sir James Bar- 
rett, Royle, Worrall, Harris, Francis, Furber, and 
others. Japan, New Zealand, the Latin American 
countries, Canada, the Philippines, etc., are all send- 
ing one or more delegates. Six delegates will come 
from China and two from Africa. 

It will be an unusual gathering. Hawaii will try its 
best to be a good host. 

A Hawaiian feast will replace the usual hotel ban- 
quets; a Hukilau—the drawing in by hundreds of 
people of a net a half-mile long—will replace an after- 
noon tea; a swim in the surf and rides in outrigger 
canoes carried on the crest of huge waves, will replace 
a bus ride; an Oriental Night, with music, drama 
and color of three Oriental countries by their own 
students, will replace a show on Broadway; and 
finally, a trip to a huge smoldering volcano over miles 
of land split by cracks, with live steam and sulphur 
fumes constantly issuing, will replace the trip down 
town. 

It will be different—but let the southern ooze get 
into your veins; let the joy of just living in balmy 
breezes soothe your nervous spirit; and don’t use the 
word “magnificent” until you have seen Hawaii in 
in August. Nuts Larsen, M. D., Honolulu. 


Notice to Otolaryngologists.—At the invitation of 
the San Francisco County Medical Society, Eye, Ear, 
Nose and Throat Section, Dr. Joseph C. Beck of 
Chicago has kindly consented to give a course in 
clinical pathology of the ear, nose and throat, with 
demonstrations of patients as well as slides and films. 

The course will be given on July 1, 2, and 3, from 
8 to 10 in the morning and from 6 to 7 in the evening. 
The exact place of meeting will be announced later. 

Due to the kindness of Doctor Beck no fee will be 
charged for the course. It will be limited to otolaryn- 
gologists; however, any member of the California 
Medical Association is welcome. Further details will 
be published later. 


Honor Conferred on Doctor Pinkham.—The selec- 
tion of Dr. Charles B. Pinkham of the California 
State Board of Medical Examiners as president-elect 
of the Federation of State Medical Boards of the 
United States is a worthy recognition of particular 
fitness and acknowledgment of his unusual services 
as secretary of the California board for fifteen years, 
and his intensive interest in the federation since its 
organization. His election will give general pleasure 
and satisfaction.—Federation Bulletin, March 1929, 
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Alumni Dinner.—The graduating class of the medi- 
cal department of the University of California will 
be the guests of the Alumni at a dinner to be given 
on the evening of Saturday, May 11, at the Palace 
Hotel. . 


Dr. Ernest M. Hall, Professor of Pathology.— 
Dr. Ernest M. Hall, pathologist at Saint Vincent's 
Hospital, Los Angeles, has been appointed professor 
of pathology and bacteriology of the School of Medi- 
cine of the University of Southern California. The 
appointment, which was announced by Dean William 
D. Cutter, is in the nature of a promotion since Doctor 
Hall has been an acting associate professor of his- 
tology in the school since its opening in September, 
1928. 

Doctor Hall received his degree of Doctor of Medi- 
cine from Stanford University in 1925. From 1924 to 
1928 he was successively assistant, instructor, and as- 
sistant professor of histology at Stanford University, 
pathologist at Palo Alto Hospital, and assistant visit- 
ing pathologist at San Francisco County Hospital. In 
1928 he became pathologist at St. Vincent’s Hospital, 
Los Angeles. 

Doctor Hall has published, in collaboration with 
others, his investigations on toxic changes in the 
liver, the edema of paraphenylenediamin, and aortic 
aneurysm. 


The Southern California Medical and Dental Golf 
Associations held their annual tournament and ban- 
quet at the San Gabriel Country Club the afternoon 
of March 20. One hundred and seventy-five contest- 
ants competed. 


The scoring was three points to each match. The 
dentists won the event by thirty points. 


Winners of the medical association were as follows: 


Class A—L. Felsenthal, low gross 70; A. W. Moore, 
low net 79—8, 71. 


Class B—W. W. Bennett, low gross 68; John W. 
Crossan, low net 87—14, 73. 


Class C—F. Mogan, low gross 75; C. E. Townsend, 
low net 105—30, 75. 


There was a special drawing through the courtesy 
of Keniston-Root Company for the low gross and 
low net classes “A,” “B,” and “C,” in both medical 
and dental associations. This was won by the dentists. 


In the absence of President C. E. Toland, M.D., 
Vice-president C. Hensley, M. D., presided. Lee 
Hagadorn, M.D., was toastmaster for the evening. 

The last medical golf tournament was played at 
Del Monte, April 20 and 21, between physicians of 
northern and southern California. 


Summer Clinics, Chicago Medical Society.—The 
Chicago Medical Society will hold a two weeks’ clinic 
at Cook County Hospital June 17 to 29 inclusive. 
Members of the hospital staff will give the following 
clinics: Medical and surgical clinics in amphitheaters. 
Ward walks. 


The amphitheater work will be devoted to medical 
and surgical dry clinics and lectures. Two amphi- 
theaters will be used simultaneously, one for medical 
and one for surgical clinics. Each clinic will be one 
hour in length, thus giving four medical and four 
surgical clinics daily. Operative work will be done 
during the hours devoted to ward walks. The clinical 
work will be confined Targely to general medicine and 
surgical subjects. 

It is planned to hold six meetings to be addressed 
by speakers other than members of the hospital staff 
on such subjects as heart disease, tuberculosis, ob- 
stetrics, physiotherapy, gastro-intestinal disorders and 
possibly diabetes. 


A registration fee of $10 will be charged to cover 
the cost of preparing for and conducting the clinics. 


Vol. XXX, No. 5 


For further information apply to the Chicago Medi- 
cal Society, 185 North Wabash Avenue, Summer 
Clinics Committee. 


Oakland Medical Building.— Completion of the 
Summit Medical Building in Oakland has given to 
the medical profession of that city a building scientifi- 
cally planned to meet their present and future needs. 

The Summit Building is a five-story structure of 
reinforced concrete, fireproof construction, providing 
office space for from fifty to sixty men of the medical 
profession. 

Its location at- Twenty-ninth and Summit streets 
offers the advantages of proximity to hospitals and 
of freedom from traffic congestion, noises, and park- 
ing difficulty. 

The structure presents a dignified, beautiful appear- 
ance. The entrance is directly into a richly furnished, 
spacious foyer. Corridor floors are finished with vitri- 
fied tiling with marble wainscoting, and the interior 
woodwork is of Bataan mahogany. 

All installation and equipment are the result of 
scientific study of the most modern medical buildings 
in leading cities of the United States. 


MEDICO-LEG AL 


PLEA FOR REDUCTION OF FEDERAL TAX 
ON EARNED INCOMES OF PHYSICIANS 


Form of Petition to Congress* 
To the Congress of the United States: 


We, the undersigned, doctors of medicine of (name 
of city, medical society, or hospital staff) respectfully 
present this our petition for a just and equitable modi- 
fication of the tax laws as they relate specifically to 
earned incomes. 


We are aware that heretofore, due to various rea- 
sons, such as the gradual decrease of the national 
debt, accumulation of a national surplus, and econo- 
mies effected in the administration of the Govern- 
ment, Congress has, from time to time afforded relief 
to various groups of the taxpaying public by enacting 
modifications into the income tax laws. 

As a most urgent part of the tax reduction pro- 
gram, we respectfully request that Congress should 
now lighten the burdens of and give relief to that 
large body of our citizens who depend on “wages, 
salaries, professional fees, and other amounts re- 
ceived as compensation for personal services actually 
rendered.” 


Furthermore, our experience has convinced us that 
the existing earned income tax law works injustice 
and inequity upon the members of our profession, 
because, among other things: 

When a member of our profession dies his stock 
in trade ceases thereupon to exist; 


When he is ill or suffering from physical or other 
injury he cannot perform his professional services 
and his income is suspended for the period of his 
disability. 

His income at all times is uncertain, unsteady and 
unpredictable, and liable at any time to unexpected 
curtailment or cessation; 

He is liable to suffer a lean year and to be taxed 
a heavy amount in that lean year for the earned in- 
come of an unusually prosperous year preceding. 

To prepare himself for his life’s work he must 
spend much money and time in order to acquire the 
knowledge and skill needed for the proper practice of 
the profession, and this and other items of similar 
expense, the law does not permit him to enter on his 
income tax return as reductions, whereas on the tax 


* Petitions of this form were distributed and collected 
by the California League for the Conservation of Public 
Health. (See also editorial in this issue.) 
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returns in the case of permanent property or invested 
capital, or in certain business enterprises, your peti- 
tioners are informed such expenditures may be entered 
as reductions. 


And later, when actually engaged in his profession, 
he must devote a substantial part of his time to study 
in order to render the high standard of service re- 
quired in the practice of modern medicine and the 
care of patients. 

Finally, it is obvious as a matter of right and reason 
that earned incomes should not pay the same rate of 
taxation as permanent property and invested capital. 

And we respectfully submit that the existing earned 
income tax law is virtually a tax on the talent and 
skill of the members of our profession, and that we 
believe it to be excessive, unjust and inequitable; 
furthermore, it may be said, that doctors of medicine 
devote their talent and skill to the betterment of 
public health, which is an asset of the highest impor- 
tance both to the individual and to the community. 

And we realize that whatever arguments herein 
advanced in support of our petition are, in a general 
way, applicable not only to ourselves but to all other 
American men and women who live by earned income. 

Wherefore, in conclusion, we respectfully urge in 
our behalf and theirs, that your Honorable Body in- 
vestigate the subject thoroughly and to this end grant 
an adequate hearing for us to present through duly 
accredited representatives all the facts which will 
demonstrate the justice of what we ask and convince 
your Honorable Body to give the relief for which we 
pray. 

& & 
UNITED STATES SENATORS AND REPRESENTATIVES 
IN CONGRESS* 


United States Senators 


Hiram W. Johnson (Rep.), 587 Green Street, San Fran- 
cisco. Term expires March 4, 1935. 


Samuel M. Shortridge (Rep.), Elena Avenue, Menlo Park, 
Term expires March 4, 1933. 


Representatives in Congress 


Clarence F. Lea (Dem., Rep.), 719 North Street, Santa 
Rosa First District 
Harry L. Englebright (Rep.), Nevada City.......................... 
Second District 
c. F. Curry (Rep., Dem.), 2326 Third Avenue, Sacra- 


IID - sc: cchsniatencgiiainhiacicannadhi dcabehdevninconiaasanaiomsaeen Third District 
Florence P. Kahn (Rep.), 2712 Webster Street, San 

PUN racist copia. scdsvcicioaceaduncenssacisoeunsickesee Fourth District 
Richard J. Welch (Rep., Dem.), 978 Guerrero Street, 

BN III cons occ cenaslncncrasnicesoeaczemueceeed Fifth District 


Albert E. Carter (Rep.), 552 Montclair Street, Oakland 
Sixth District 
Henry E. Barbour (Rep., Dem.), 936 T Street, Fresno 
viccheinnapatehicsassrbebesenthioatssthockcianssapastecepatemmtiatececerard Seventh District 
Arthur Monroe Free (Rep.), 66 South Fourteenth Street, 
San Jose Eighth District 
W. E. Evans (Rep.), 625 Cumberland Road, Glendale 
Ninth District 
Joe Crail (Rep., Dem., Proh.), 634 South Saint Andrews 
eS a aes. Tenth District 
Phil D. Swing (Rep., Dem.), 840 Main Street, El Centro 
Eleventh District 


TWENTY-FIVE YEARS AGO? 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Volume II, No. 5, May, 1904 


From some editorial notes: 


.. . Notice of Removal.—The publication office of 
the state society is now established in Room 1, 


* Mail intended to reach any of these officials when 
Congress is in session as at present, could be addressed 
after the following style: Hon. Hiram W. Johnson, U. S. 
Senator from California, The Capitol, Washington, D. C. 


+ This column aims to mirror the work and aims of 
colleagues who bore the brunt of state society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and recent members. 
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Y. M. C. A. Building, corner Ellis and Mason streets, 
San Francisco... . 


.. . Druggist Ethics—Under this caption the Journal 
of the American Medical Association, in a recent issue, 
complains bitterly of the demoralized condition of the 
drug store today. It is too true that the average drug 
store looks like a department store gone astray, or 
the wagon of some itinerant. 


Commercialism has invaded entirely too much the 
proper domain of drug dispensaries, and it seems time 
for concerted action on the part of the medical pro- 
fession to bring about the necessary reform... . 


. .. But why shirk the blame and lay it all on the 
pharmacist? Who is it that can no longer write a 
prescription for his patient without “specifying” 
somebody’s preparation, or somebody’s mixture? The 
evil has grown from small things to large, but the 
pharmacist is not the only one who has nursed it 
along. The medical profession is quite as much re- 
sponsible for the degeneracy in pharmacy of the day 
as is the druggist. It is the doctor who has been for 
years forcing the pharmacist from his profession into 
“commercialism,” until now at least 75 per cent of the 
medicine used is ready-to-take mixed stuff which the 
manufacturer recommends for some line of ills, and 
the physician knows nothing about. Did the pharma- 
cist commence the delightful game by asking the 
doctor to “specify” some particular make of chemical, 
because only one house could make it pure? ... 


. The House of Delegates—A second year’s work 
has demonstrated the wisdom of placing all the busi- 
ness of the state society in the House of Delegates 
and thus relieving the general sessions of everything 
except scientific work. Never has there been a more 
harmonious meeting of the society, and though a 
great deal of business was transacted, it was done 
without wrangling and expeditiously. ... 


From an article on “What Should Be the Physician’s 
Position in the Body Politic?” President’s Address. By 
H. Bert Ellis, M.D., Los Angeles: 


.. . The logical relation of medicine to sociology 
has very naturally created some peculiar types of 
fame for physicians. Oliver Wolcott, a signer of the 
Declaration of Independence, who led in the founda- 
tion of medical societies and journals, is better known 
as a financier. Benjamin Rush, an alienist, clinician, 
hygienist and hospital reformer, incurred more enmity 
by his political conduct than he won fame by his 
medical science and patriotism. ... 


. . . The quaintest instances of extra medical fame 
of physicians are found in Guillotin and Gatling, the 


inventors, respectively, of the guillotine and the Gat- 
ling gun.... 


. . . It is difficult to say whether Souberbeille owes 
fame to being a regicide or to his genito-urinary sur- 
gery in the domain of bladder calculi. . . 


... It is an open question whether the fame of 
Erasmus Darwin, the grandfather of Charles, rests 
more upon his medical treatise, Zodnomia, once so 
great a favorite in the United States, or upon his 
poetry, still extensively quoted. Keats, who was 
better known as a poet than a physician, unlike 
Darwin, never actively engaged in practice... . 

. . . Every doctor should have some hobby or rec- 
reative employment or study, outside of the more 
lucrative side of his profession. Every practitioner 
of medicine should do more or less politics, and I use 
politics in its broad sense, that is, to augment the 
strength and resources of the nation or state and to 
protect its citizens in their rights and to preserve and 
improve their laws. In this sense the physician may 
do much politics without being in any sense a party 
politician, for there is a positive and vital relationship 
between medicine and the scientific principles under- 
lying social conditions and phenomena. Whenever 
medicine has touched politics, politics has been bet- 
tered, but whenever corrupt politics has touched 
medicine, medicine has been smirched. .. . 
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From the Address in Medicine at the Thirty-Fourth 
Annual Meeting of the State Society, 1904. By R. F. 
Rooney, M.D., Auburn: 


. . . I will, give you none of these, but will go back 
and pluck the sword of preventive medicine from the 
dead hand of the Israelite, Moses, the great lawgiver 
and physician of ancient days... . 


.. . How ennobling is the thought that the phy- 
sician alone, among all professional men, labors night 
and day to lessen his own gains. At the expense of 
his own often too meagerly filled pocket, he is con- 
stantly reminding and teaching the layman how to 
prevent the ailments of himself and his little ones. 
The physician is the first to fly to the rescue when 
an epidemic threatens. He stirs and awakens the apa- 
thetic public, and forces it to spend its hoarded dol- 
lars for prevention instead of cure. 


Since the days of Hippocrates, despite the crudities 
of medicine then taught, practiced and believed in, 
the higher duties owed to his profession have been 
recognized by the medical man. Bacon has said: “I 
hold every man a debtor to his profession; from the 
which as men of course do seek to receive counte- 
nance and profit, so ought they of duty to endeavor 
themselves, by way of amends, to be a help and 
ornament thereto.” Some few, from greed of worldly 
gain, may not live up to this standard, but I believe 
the number to be exceedingly small. The physician, 
above all other professional men, lives up to the 
highest ideals, and I believe the country practitioner 
leads in unselfish effort... . 


From an article on “Killian’s Radical Operation for 
Chronic Frontal Sinusitis, with Demonstration of Case.” 
By A. Barkan, M.D., San Francisco. 


.. . During my recent visit in Germany I spent 
some weeks in Freiburg at Professor Killian’s Clinic, 
where I witnessed Killian’s direct method of bron- 
choscopy carried out by introduction of long tubes 
through the natural breathing channels into bronchi 
of the second and third order. The instruments which 
I brought for the use of the Cooper Medical College 
are open to inspection and may be utilized by anyone 
of this society. 


Before proceeding with the history of this case, per- 
mit me to give a short résumé of Professor Killian’s 


method of radical operation for chronic frontal 
sinusitis. ... 


From the Minutes of the Thirty-Fourth Annual Meet- 
ing of the Medical Society of the State of California, 
Hotel El Paso De Robles, Paso Robles, April 19, 20, 21, 
1904: 


... Dr. H. S. Orme, Los Angeles, chairman, re- 
ported for the Committee on Medical Education and 
Legislation. .. . 

. .. Doctor Thorne, in closing the discussion, said 
that the keynote was struck by Doctor Tait when he 
said the stream could not be purged at its mouth, but 
only at its source, and our law permits us to go to 
the source and consider the education of the candi- 
date, and his qualifications. .. . 

... Dr. Wallace I. Terry’s subject was “Cases of 
Acute Suppurative Appendicitis, Treated by the 
Ochsner Plan.” 

Patients should be operated on between attacks, or 
after an acute attack with rupture has quieted down, 
and pus is walled off. Absolute rest of abdomen 
should be secured, and no liquid be given by the 
mouth. A small sip of water may develop dangerous 
peristalsis. ... 


From reports of county medical societies: 


San Francisco County—Doctor Cooper, discussing 
paper read by Doctor Gregory: “I have been asked 
by two different clinics to look around for a static 
machine, and I have not found one which I would 
recommend them to use instead of the Queen coil. 
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With regard to the photographs, I have been for- 
tunate in them. I have one which shows a stone in 
the kidney. These were not taken instantaneously, 
but with 32-plate static machine. I find it does not 
matter much what machine is used; it depends upon 
the technique and the tube you get. If you get a good 
tube, that tube should be kept for the kind of work 
it is being used for... . 


Obituary—Dr. Charlotte Blake Brown, the pioneer 
woman physician of California, died in San Francisco 
on April 19, at the age of 57.... 


. . . She leaves a husband, Henry Adams Brown; 
three children, Dr. Adelaide Brown and Dr. Philip 
King Brown of this city, and Mrs. Harriet Darling 
of Brookline, Massachusetts. 


From an article on “Some Recent Advances and In- 
vestigations in Rhinology and Otology.” By Louis C. 
Deane, M.D., San Francisco: 


... To Dr. Otto Freer of Chicago, who, with his 
twenty-four personally devised instruments, dissects 
membranous flaps and resects large pieces of carti- 
lage to correct septal deviations, we must pay our 
respects for his mature and possibly advanced tech- 
nique. We may refrain from practicing his methods, 
fearing our own ability to work from one to two 
hours upon a deflected septum; not to speak of the 
courage and fortitude required by the patient. Still, 
the question as to the best method to employ for the 
correction of a deflected septum is a much discussed 
one. I have read with care the elaboration of a num- 
ber of these methods. I have tried several, but have 
invariably fallen back upon the rough and ready Asch 


operation as applicable to the greatest number of 
CASES...» . 


.. . Hay fever is of such rare occurrence on the 
Pacific Coast that it is unlikely that any of us will 
have much opportunity to use Professor Dunbar’s 
antitoxin. It is in line with the rapid strides which 
are being made in serum therapy, and when such 
authorities as Sir Felix Semon, Emile Mayer, and 
McBride report favorably upon its action it is to be 
hoped that, in the coming year, we may be able to 
speak of it as a reliable remedy, a relief for the dis- 
tressing symptoms accompanying hay fever... . 


... To bar from serious consideration the treat- 
ment of chronic nonsuppurative middle ear diseases 
by hot air, injected into the external auditory canal, 
would be to overlook one more method for the appli- 
cation of heat to the inflamed surfaces. Aside from 
the marvelous effect of dionin (ethylmorphin hydro- 
chlorate) upon the lymphagogues of the eye, heat is 
the best lymphagogue we have, and one cannot but 
appreciate the logic of such an application. . . 


DEPARTMENT OF PUBLIC 
HEALTH 


By W. M. Dickie, Director 


County Health Officers of California—Following 
are the names and addresses of all county health offi- 
cers of California as of record, March 15, 1929: 

Alameda—Dr. John A. Azavedo, Hayward. 

Alpine—Dr. F. H. Harrison, Markleeville. 

Amador—Dr. G. L. Lynch, Amador City, 

Butte—Dr. W. S. Lang, Gridley. 

*Calaveras—Dr. George B. Cooper, Angels Camp. 
*Colusa—Dr. G. W. Desrosier, Colusa. 

Contra Costa—Dr. I. O. Church, Martinez. 

Del Norte—Dr. Francis M. Stump, Crescent City. 
*E1l Dorado—Dr. A. A. McKinnon, Placerville. 
*Fresno—Dr. G. L. Long, Fresno. 

*Glenn—Dr. Etta S. Lund, Willows. 
*Humboldt—Dr. Lawrence A. Wing, Eureka. 


*Members of the California Medical Association. 


(Edi- 
tors’ note.) 
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*Imperial—Dr. C. S. Brooks, El Centro. 
Inyo—Dr. Harvey W. Crook, Bib Pine. 
*Kern—Dr. Joe Smith, Bakersfield. 

*Kings—Dr. A. S. Torrens, Hanford. 

Lake—Dr. Henry P. Weiper, Upper Lake. 
*Lassen—Dr. Dan Coll, Susanville. 

*Los Angeles—Dr. J. L. Pomeroy, Los Angeles. 
Madera—Dr. H. B. Neagle, Madera. 
*Marin—Dr. J. H. Kuser, San Rafael. 
Mariposa—Dr. A. M. Gregory, Mariposa. 
*Mendocino—Dr. S. L. Rea, Ukiah. 
*Merced—Dr. William C. Cotton, Atwater. 
Modoc—Dr. A. Gibson, Alturas. 

Mono—None. 

*Monterey—Dr. Wiley A. Reeves, Salinas. 
*Napa—Dr. Lawrence Welti, Napa. © 
*Nevada—Dr. Carl P. Jones, Grass Valley. 
*Orange—Dr. K. H. Sutherland, Santa Ana. 
Placer—Dr. Theodore Snypp, Auburn. 
*Plumas—Dr. B. J. Laswell, Quincy. 
*Riverside—Dr. W. B. Wells, Riverside. 
*Sacramento—Dr. J. T. Christian, Galt. 

*San Benito—Dr. L. C. Hull, Hollister. 

*San Bernardino—Dr. S. B. Richards, San Bernar- 

dino. 

*San Diego—Dr. A. M. Lesem, San Diego. 
*San Francisco—Dr. W. C. Hassler, San Francisco. 
*San Joaquin—Dr. J. J. Sippy, Stockton. 

*San Luis Obispo—Dr. A. F. Gillihan, San Luis 

Obispo. 

*San Mateo—Dr. F. Holmes Smith, San Bruno. 
Santa Barbara—Dr. R. C. Main, Santa Barbara. 
*Santa Cruz—Dr. S. H. Randall, Santa Cruz. 
*Santa Clara—Dr. C. M. Burchfiel, San Jose. 
*Shasta—Dr. B. F. Saylor, Redding. 

Sierra—Dr. C. A. Eckhardt, Downieville. 
*Siskiyou—Dr. Charles Pius, Yreka. 
Solano—Dr. W. C. Jenney, Vacaville. 
*Sonoma—Dr. S. S. Bogle, Santa Rosa. 
*Stanislaus—Dr. F. R. DeLappe, Modesto. 
Sutter—Dr. S. A. Coyette, Yuba City. 
*Tehama—Dr. E. E. Thompson, Red Bluff. 
*Trinity—Dr. W. B. Fields, Weaverville. 
*Tulare—Dr. A. W. Preston, Visalia. 
*Tuolumne—Dr. William L. Hood, Sonora. 
Ventura—Dr. J. A. King, Ojai. 
*Yolo—Dr. Fred R. Fairchild, Woodland. 
Yuba—Dr. J. H. Barr, Marysville. 





Communicable Disease Reports for March, 1929: 
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Whooping-cough 


Epidemic meningitis is still high and epidemic 
poliomyelitis will bear watching. The reduced preva- 
lence of diphtheria (half that of similar period in 1928) 
indicates value in«continuing immunization. Chicken- 
pox, mumps, and scarlet fever continue at high levels. 





Many Chico Children Are Vaccinated.—In Febru- 
ary the Chico Health Center carried on-an active 
campaign to, secure the vaccination against smallpox 
of Chico children. The presence of an unusually large 
number of cases of smallpox in the community made 
the campaign a matter of necessity. A total of 1140 
children were vaccinated, of which number about 1000 
were children in attendance upon the public schools.— 
Weekly Bulletin, March 16. 





Trinity County Health Officer Reaps Results in 
Christmas Gift Vaccinations—Dr. David B. Fields 
lives at Weaverville, Trinity County, where he has 


*Members of the California Medical Association. (Edi- 
tors’ Note.) 
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been county health officer for many years. In 1925 
the doctor vaccinated all children in Weaverville and 
vicinity without charge, making the service a Christ- 
mas present to the children of the community. Small- 
pox has appeared recently in Weaverville, but not one 
of the recipients of the doctor’s Christmas present in 
1925 contracted smallpox, although many were ex- 
posed to the disease. Doctor Fields is now vaccinat- 
ing school children, and children of preschool age, 
including babies, free of cost. Thus the spirit of 
Christmas persists in Trinity County. What gift to 
a child could be more worth while or of greater last- 
ing value than this provision of protection against 
a disastrous disease? Doctor Fields vaccinated 463 
persons during the recent outbreak of smallpox in 
Weaverville —W eekly Bulletin, March 23. 


CALIFORNIA BOARD OF 
MEDICAL EXAMINERS 


By C. B. PINKHAM, M.D. 
Secretary of the Board 





News Items, Doctors of Medicine, May 1929 


Dr. Charles B. Pinkham, secretary of the California 
Board of Medical Examiners, has been named presi- 
dent-elect of the Federation of Medical Examining 
Boards, a national society, it was announced today.— 
Sacramento press dispatch printed in the Alameda 
Times-Star, March 11, 1929. 


The judgment of the Superior Court restoring his 
license to Clayton Wheeler, San Francisco gland spe- 
cialist, after the State Board of Medical Examiners 
revoked it, was upheld by the State District Court of 
Appeal yesterday, when it dismissed an appeal from 
the lower court’s action filed by the medical board 
(San Francisco Chronicle, April 16, 1929). (Previous 
entry, December 1928.) 





General News Items 


Dr. Arthur O. Berg, chiropractor, today awaits his 
second trial on a murder charge in. the county jail, 
following his sudden change of mind yesterday, when 
he withdrew his plea of guilty to the lesser charge 
of manslaughter before Superior Judge Hartley Shaw. 
Berg recently returned here from San Quentin for a 
new trial after the Appellate Court reversed the con- 
viction, pleaded guilty to manslaughter and asked for 
probation. Yesterday, however, he declared he wished 
to dismiss Attorney John Jorgeson, who won the 
appeal, substitute Attorney Bert L. Irving and stand 
trial. Berg was convicted of second degree murder 
in connection with the death through an asserted 
illegal operation of Miss Page Walden, University 
co-ed. He spent eight months in San Quentin (Holly- 
wood News, March 29, 1929). (Previous entries July 
and September, 1928.) 





The State Board of Chiropractic Examiners has no 
authority to investigate chiropractic colleges, under an 
Appellate Court decision on file today. The court up- 
held the San Francisco Superior Court, which gave 
Dr. Percy Purviance, Berkeley, an injunction to pre- 
vent the state board from demanding his books and 
looking into his course of study. Dental and medical 
boards have such powers.—San Francisco Call, March | 
28, 1929. 





Pleading guilty to practicing medicine without a 
license, Anna Bouk appeared before Judge Georgia 
Bullock and was given a sixty-day sentence, sus- 
pended for two years. Miss Bouk, who has main- 
tained offices in the San Fernando Building, claimed 
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to have received a certificate from a “Spiritualistic 
Association” in Washington.—Los Angeles Examiner, 
April 9, 1929. 


In an attempt to rid the profession of fakers who 
use their offices as a blind for immoral resorts, In- 
spector Humason of the State Chiropractic Board 
yesterday ordered the arrest of eight persons.—Los 
Angeles Illustrated Daily News, April 5, 1929. 


Deputy sheriffs and police are looking for two self- 
styled optometrists who are asserted to have fleeced 
a local resident out of $150 by means of the old “cata- 
ract game.” The pair are also said to have defrauded 
a San Dimas man of $250 by similar operations. Ac- 
cording to local deputies, the two “doctors,” one of 
whom described himself 'as Dr. E. M. Wallace of St. 
Louis, appeared at the home of W. C. Wendt and 
told the latter that his Pasadena optometrist had 
asked them to examine his eyes. The usual “danger- 
ous growth” was found and removed, and Wendt 
gave them a check for $150, which was cashed a few 
minutes later at a local bank. Wallace was described 
as between 25 and 30 years of age and about 5 feet 
6 inches tall. His assistant was about the same age 
and slightly taller. They drove a large sedan.—Los 
Angeles Times, March 4, 1929, 


Robert Fowler, arrested February 9 on a charge of 
violating the State Medical Practice Act, is free to- 
day. Inspector J. W. Davidson of the State Medical 
Board was the complaining witness against Fowler, 
and considerable heat was inserted into trial proceed- 
ings when Defense Attorney Leo Sullivan accused 
Davidson of “framing evidence” to get Fowler. 
Davidson denied the charge, claiming that Fowler 
had prescribed treatment for one of his operators for 
an internal ailment. He was freed by Police Judge 
Allan Norris (Oakland Tribune, March 22, 1929). 
(Previous entries, R. Thompson Fowler, “News 


Items,” May, June, August, 1926; April, 1929.) 


Dr. George D. Gillespie, chiropractor, must submit 
to a hearing before the State Board of Chiropractic 
Examiners on a complaint alleging use of intoxicants. 
So ruled Judge George H. Cabaniss in effect yester- 
day, when he upheld a demurrer filed by the board 
against Gillespie’s petition for an injunction. The in- 
junction was asked by the chiropractor on the grounds 
that a hearing might result in the revocation of his 
license and destroy his large practice —San Francisco 
Examiner, March 19, 1929. 


State officials took sudden steps yesterday to stamp 
out a so-called “cancer cure” business conducted in 
San Jose since 1875, when they arrested William F. 
Hoque, fifty-seven, in his offices in the Alliance Build- 
ing, Third and Santa Clara streets. . . . State officials 
claim to have evidence that instead of being in the 
business of relieving the suffering of mankind, Hoque 
was profiting off uninformed patients who had suf- 
fered incurable damage and suffering by his “cures.” 
Hoque’s son William, they declared, is serving a six 
months’ term in the county jail of Modesto, follow- 
ing his arrest there last December on charges now 
faced here by his father. ... Literature relating to 
his methods, found in his offices, revealed a strange 
mixture of trivial or inaccurate information regarding 
cancer, according to medical men. “What is cancer?” 
is the heading of one leaflet, which ends with the 
promise of “Blood and Skin Remedies for the Cure 
of Cancer.” Extracts from this leaflet are as follows: 
*“The word ‘cancer’ is a Latin word meaning crab, 
which is a well-known sea animal, whose claws spread 
out in every direction, suggesting the fact that the 
disease known by that name spreads throughout the 
entire system. ... Our combination treatment has 
removed hundreds of cancers from the lists of deadly 
diseases and placed it among the curable.”—San Jose 
Mercury-Herald, March 28, 1929. 
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Dr. Manuel Machado was held to answer in the 
Superior Court yesterday afternoon, following a pre- 
liminary hearing before Justice of the Peace L. J. 
Morris. His bail was set at $500 cash or $1000 bond. 
Doctor Machado, who is a graduate chiropractor, was 
brought to trial on a complaint sworn out by In- 
spector William Byrne of the State Board of Medical 
Examiners, who charged him with practicing medi- 
cine without a license. The charges are similar to 
those brought against him last October by Inspector 
Byrne. Doctor Machado was convicted at that time 
and paid a fine. In the present case the prosecution 
attempted to prove that Doctor Machado altered the 
directions for a prescription for tincture of digitalis 
which was given to A. Maderas of this city by Dr. 
Bard S. Berry. Maderas died on February 17 (Santa 
Maria Times, March 1, 1929). (Previous entry, De- 
cember 1928.) 


William McBride, registered optometrist and al- 
leged “fake” optical specialist, was given a six months’ 
sentence in the county jail today, when he appeared 
before Judge A. C. Finney of the Criminal Division, 
Imperial County Superior Court. McBride was con- 
victed of having accepted a fee from a Westmoreland 
resident for the alleged removal of an eye cataract. 
McBride is said to be a member of a gang of fake 
medical practitioners known as “Cataract Charlies.” 
It is said he is wanted in Oregon for an offense 
similar to the one committed in this district and that 
he is under a sentence of from two to twenty years 
in that state. He is supposed to have obtained his 
release there under parole. This parole, it is said, has 
been recently revoked (Imperial Valley Press, March 
15, 1929). (Previous entry, April 1929). 


Held in the Alameda city jail yesterday on a charge 
of practicing medicine without a license, “Dr.” E. T. 
Webb, who gave his home address as 1324 Gates 
Place, Pasadena, will be arraigned before Police 
Judge E. J. Silver of Alameda today. Bail was fixed 
at $500. Webb was arrested Sunday night at his hotel, 
Fifteenth and Harrison streets, Oakland, by Inspector 
J. W. Davidson of the State Medical Board, who 
swore to the complaint. According to Inspector 
Davidson, among the circumstances which led to the 
arrest was the death of Mrs. J. B. Whittemore, 1428 
Lafayette Street, Alameda, on February 13, one day 
after “Dr.” Webb had called at her home to treat 
her. Davidson was unsuccessful in obtaining a man- 
slaughter warrant. Although the herbs and other 
remedies which were prescribed for Mrs. Whitte- 
more’s treatment were harmless, the fact that Webb 
attended her kept the case from a licensed physician 
who might have saved her life, according to Davidson. 
Webb is said to have admitted having no medical 
education and practicing without a license, saying he 
was a seller of patent medicines. ... Records show 
that he was arrested for a similar offense in Los 
Angeles four years ago and in Chicago twenty-five 
years ago (San Francisco Chronicle, March 12, 1929). 
In connection with this case our Special Agent David- 
son reported that on March 29 Judge Norris of 
Centerville, sitting in the Alameda court, held that 
there was not sufficient evidence to hold Webb for 
trial in the Superior Court although his attention was 
called to the decision in the case of People vs. Poo 
On, 49 Cal. App. 219, wherein it was held that where 
a person delivers medicine of their own, selection at 
the request of a patient, such action constitutes a 
violation of Section 17. Under date of March 25, 1929, 
Special Agent Carter reported that when Webb 
pleaded guilty in Los Angeles of violation of the 
Medical Practice Act he was sentenced to pay a fine 
of $100, and Webb’s attorney, knowing that another 
case of violation would be filed against him asked the 
court to make the fine $200, “and the judge almost 
fell off the bench when the defendant voluntarily 
asked him to double the fine... . When Webb ap- 
peared in court, papers were served on him in a, civil 
suit.” 


























